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3 An Address 
THE MODERN TREATMENT OF HERNIA. 


DELIVERED To THE NoRTH-Eastr Essex DIVISION OF THE 
British Mepicat Association, DeceMBEeR 3RD, 1926. 
BY 
GEOFFREY KEYNES, M.A., M.D.Cantas., F.R.C.S.ENG., 


FIRST ASSISTANT, SURGICAL UNIT, ST. BARTHCLOMEW’'S HOSPITAL ; 
SURGEON, CITY OF LONDON TRUSS SOCIETY. 


THE treatment of hernia is a well worn subject, and one 
which cannot be dealt with to any purpose without intro- 
ducing some technicalities. I dare to hope that even these 
will not prove uninteresting, since upon them depends the 
success or failure of the treatment of conditions which are 
seen so commonly by every practitioner of medicine or 
surgery. It can also be claimed that important advances 
in surgical treatment have been niade in very recent times, 
and I may be able to bring to your notice methods which 
are still but little known. Although the subject is so well 
worn that surgery might be thought to have arrived almost 
at the point of final standardization, and that the results 
had been brought as near to perfection as might be, yet 
I have an uneasy feeling that we are rather further 
from attaining perfection than is 
commonly supposed, and that the 
economic loss to the community 
from the prevalence of all forms 
of hernia is still much greater ~ — 
than it ought to be. 

Since 1919 EF have worked at 
the City of London Truss Society 
in Finsbury Square, a charity 
which during the last 120 years 
has ‘dispensed appliances for the 
treatment of hernia to somé three- 
quarters of a million ’ patients. 
We still see several thousand 
patients each year, but.it is, of 
course, obvious that the. advance 
of surgery has greatly. reduced 
the need for the use of trusses. 
A farge proportion of our patients 
are hes middle age, for nearly 
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Fic. 1.—Diagrammatic 
section through: the parts con- 
cerned in irect inguinal 
hernia, showing the two layers 
of the anterior rectus sheath. 


all the younger patients now obtain treatment by operation 
at the hospitals. The very existence of trusses is to some 
extent a confession of surgical failure, but I think there will 
always be some scope for their use, although it will contract 
vedr' by year. It is my experience at the Truss Society 
which has given me the slight uneasiness already mentioned. 
An apposite story is related of John Langton, one of my 
distinguished predecessors in Finsbury Square. The incident 
took place at a meeting of the Royal Medical and Chirurgical 
Society, a precursor of the Royal Society of Medicine. 
A discussion turned on the results of the operation for the 
cure of hernia, and a surgeon assured the meeting that the 
hernias operated on by him never recurred. Langton 
thereupon rose to his feet, pulled out of -his poeket- a 
paper on which was written a list of ihe patients he had 
seen at the Truss Society with recurrent hernias and the 
names of the surgeotis who had done the operations. 
‘* Your name, Sir,’’ he said, ‘‘ stands at the head of the 
list,”” The moral of the story, I fear, still holds good, for 
patients who have been ‘disappointed in what they were 
led to expect was going to be ‘“ radical cure,’’ tend to 
gravitate to the Truss Society rather than to return to 
the “surgeon whom they regard as responsible for their’ 
disappointment. 
heen kept of patients with hernias that have recurred 
after operation; over 350 such patients have been seen, 

although this record is prebably not quite complete. 
Truss Society, 1917—1926. 

. .Recurrent hernias : 

365 


Clearly, therefore, there is still room for improvement in 
surgical technique. To some extent the result may perhaps 


During the last ten years a record has | 


. tions will show a recurrence. 


be explained by the fact that there is a tendency for 
hernias to be operated upon at hospitals by the more junior 
operators, but I am sure that the blame can only be very 
partially shifted in this way. I believe that very few 
of the simpler cases of hernia dealt with by routine opera- 
The failures are due rather 
to a lack of elasticity in the methods in general use, so that 
the more difficult technical problems are not always met 
by adequate adaptability on the part of the operator. | 

In the past, as the literature shows, an immense amount 
of ingenuity has been expended upon the details of 
ordinary operative procedure. I do not propose, however, 
to cloud the issue by dwelling on a great variety of methods 
of performing a routine operation for, say, congenital 
oblique inguinal hernia. I wish instead to direct attention 
to the comparatively few variations which I have introduced 
into my own practice for dealing successfully with the more 
difficult problems. I shall survey in succession the treat- 
ment of inguinal, femoral, umbilical, and ventral hernias. 


IncurnaL HERNIA. 

In operating on an ordinary oblique inguinal hernia 
I believe that the prime necessity is the complete removal 
of the sac, and that the other details of the operation are 
of small account. The difficulties will arise in treating 
direct inguinal hernias and oblique hernias in older patients 
whose muscles are atrophied 
and internal abdominal rings 
stretched. In the second type 
the conditions have approximated 
to the direct inguinal hernia,’ the 
deep epigastric vessels having 
been pushed towards the pubic 
spine. It is the close relatiop of 
the direct~ hernial sac to 
pubic spine which is the chicf 
cause of the difficulty in retain- 
ing the hernia by means of «a~ 
truss. Patients with these hernias 
are often :thin, and a truss-pad 
covering the whole area of :the 
protrusion ‘almost inevitably ‘im- 
pinges on the pubic spine, and 
is thus rendered both inefficient 
and painful. Operation is there- 
fore to be recommended for these 
patients, but if the routine operation for inguinal hernia 
is performed recurrence will almost certainly take place 
within a comparatively short time. The reason of this 
is not obscure, for the protrusion occurs in the triangle 
bounded by the deep epigastric vessels on the outer side, 
the edge of the conjoint tendon on the mesial side, and 
the. pubic bone below. The transversalis fascia is bulged 
through this space and, even when the wide-mouthed “sac 
has been ligatured and removed, it is impossible to suture 
the internal oblique muscle or the conjoint tendon to the 
inner part of the inguinal ligament in such a way as: to 
form a strong floor to this part of the inguinal canal ;. for 
there is an actual deficiency in thé floor of the inguinal 
canal which must be permanently closed (Fig. 1). A simple 
and satisfactory way of doing this is to use a flap derived 
from the internal oblique layer of the rectus sheath. The 
external oblique aponeurosis is lifted up, and can be separated 
from the internal oblique layer without difficulty. A semi- 
cireular flap is cut and turned over from above through 
180 degrees‘ so as to lie beneath the spermatic cord. The 


Fig. 2.—The same after 

remaval of ithe sac, and 

: suturing: of ,a fascial flap 
to. the inguinal ligament. 


| cut edge is then sutured with thick catgut to the inguinal 


ligament from the pubic spine outwards, almost to the 
internal abdominal ring. This flap then completely covers 
the site of the protrusion, and forms a new strong floor to 
the inguinal canal (Fig. 2). It is not under tension, and will 
therefore not tend to retract afterwards. The same ‘pro- 
cedure can be used for the smaller recurrent hernias and for 
others in which there is any doubt as to the efficacy of the 
ordinary operation. No additional shock or risk to the 


patient is thereby created. The-resultsof this operation have 
been excellent, and no recurrence has yet taken place in a 
series of twenty-one hernias that I have dealt with in 
this way. The operation can be performed under a local 
anaesthetic with advantage both to patient and surgeon. 


[3447] 
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I shall now pass to the consideration of a much more 
‘serious problem—namely, the treatment of the large 
inguinal hernias in old and middle-aged patients, which 
until recently have been regarded by most surgeons with 
the greatest misgiving when the question of operation 


where they are put, so that a hernia treated by their 
aid remains cured. He had further successfully tested the 
method in a hundred human beings before he published it 
to the world. The operation is a major one and is by 
no means easy. Absolute asepsis is essential, and all skin 


Figs. 3, 4, 5.—Gaxtie’s OPERATION FOR Incuina Hernia, 


Fig. 3.—Insertion of the first fascial 
suture and formation of a new 
internal. abdominal ring. 


arose. The cause of these large hernias may be long 
neglect or the use of inefficient trusses. The patient may 
be very fat or very thin. At the best the hernia can be 
controlled by a large and. perhaps irksome truss; at the 
worst it cannot be controlled at all by any truss, however 
ingenious. The hernia seems to slide out, round, over, or 
under any appliance that can. be devised, and shows an 
almost devilish malignity in circumventing the efforts of 
surgeon and instrument-maker. If the patient is stout, the 
propulsive force exerted by his abdominal contents when 
he coughs or strains seems to be explosive, and in addition 
he is often engaged in a strenuous occupation, such as 
gardening or carrying quarters of meat in Smithfield 
- Market. The final result will be that he becomes com- 
pletely incapacitated, and the only appliance that can be 
used is that known as a ‘“ bag-truss’’; this is not really 
a truss at all, but 

is, as its name im- 
plies, a bag de- 
signed to support 
the weight of the 
hernia, which 
would otherwise 
drag with its whole 


Oh 


force on the skin 
of the scrotum, 
causing extreme SS 


discomfort to the 
patient. By the © 
time that the bag - 
truss stage is 
reached the opera-_ . 
tive prospects are, 
it.. must be ad-— 
mitted, _wellnigh 
hopeless — be- 
cause the hernial 


— 
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Fic. 6.—Diagrammatic section 
. fascial flap. to 


in femoral hernia. | + 
Astley Cooper. 


aperture is too large, but because often the contents. 


of the sac can no longer be accommodated within the 
abdominal cavity. Such a patient is likely to have been 
seen by more than one surgeon before he reaches this 
stage,. but an operation has been thought to be likely to 
fail, and so he goes from bad to worse. I wish to insist 
“that at the present time no patient should be allowed 
to reach this pass, since the hernia is now curable at an 
earlier stage. sd 
Two years ago a most useful surgical tool was put 
inte‘ our hands by Professor Gallie of Toronto, and 
I believe that by its aid a cure can now be almost 
guaranteed to any patient suffering from even the largest 
hernia. The principle of Gallie’s operation is not new in 
that it involves the use of a fascial transplant, but it is 
quite new in that the transplant is used in the form of a 
suture taken from the patient’s own thigh. Gallie proved 
by experiments on animals that fascial sutures thus im- 
planted are never absorbed, but remain as healthy fascia 
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Fic. 4.—Insertion of the second row of 
fascial sutures. 


Fic. 7.—The same after removal 
through the parts concerned of the ‘sac, and ‘suturing of a - 
the ligament of 


Fic. 5.—Completion of the fascial 
; sutures, 


surfaces must therefore be kept covered throughout the 
operation. The first stage is the incising of the stretched 
external oblique fascia and the isolation and removal of the 
hernial sac with all redundant tissues, so that the clean 
spermatic cord only remains. Meanwhile a second operator 
has incised the whole length of the opposite thigh, and has 
prepared three or four sutures each ten inches in length 
from the fascia lata. These sutures are threaded on large 
curved needles specially adapted for the purpose. The 
further stages can best be indicated by a series of 
diagrams.? 

1. The aponeurosis of the internal oblique is approxi- 
mated to the inguinal ligament by a simple running suture 
which begins at the pubic spine and ends where the 
spermatic cord normally emerges from the abdomen ; at this 
point it is locked by being passed through itself (Fig. 3). 

2. new internal 
abdominal ring~ is 
formed by a series 
of locked stitches 
passing from the 
inguinal ligament 
round the spermatic 
cord to the inguinal 
ligament on _ the 
outer side of the 
cord. A second row 
of similar stitches 
may be inserted in 
the opposite direc- 
tion. 

3. The first suture 
line is now  over- 
sewn by two or three 
layers of fascial 
stitches, passed zig- 
zag fashion and self 
locked at frequent 
intervals. Thes@ 
sutures are not 

under any tension, but are simply lying upon the first suture 
line so as to form a fascial grid which will in due course 
consolidate into a thick layer of tissue such as _ will 
AC ed prevent any recurrence of the hernia (Figs. 4 
and . 

4. The spermatic cord is replaced upon the new floor 
to the inguinal canal thus formed, and the external oblique 
aponeurosis is sutured over it. This layer is | gee thin 
and redundant, so that it must be overlapped by as much 
as is necessary to make all snug beneath it. This suturin 
can be done with a fascial strip if any remain over, bu 
it is not essential, since the cure is not depending on this 
suture line for its permanence. 

The patient must remain in bed for a fortnight, and 
at the end of this time he can be assured of possessing & 
very solid defence against future hernial protrusions, at 
any rate in the inguinal region. No attempt should be 
made to close the gap in the fascia lata, which docs not 


— 


Fic. 8.--The same, showing a 
combination of direct inguinal 
with femoral hernia. 


1¥For the very important smaller details of the operation the reader 
is referred to Gallie’s original article, Brit. Journ. Surg., 1924, xii, 289 
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in any way incapacitate the patient afterwards. The 
whole operation will probably occupy from sixty to seventy- 
five minutes, so that a general anaesthetic. will: be contra- 
indicated for a stout and wheezy patient. The risk of 
bronchitis can be greatly reduced by the use of a local 
anaestheti¢. My experience has shown me that the opera- 
tion can be done more easily and cleanly with a local than 
with a general anaesthetic, and I should prefer to use it 
as a routine. 

The results in the seven very large hernias for which 


Fic. 9.—Internal oblique aponeurosis exposed and area for flap 
marked by dotted line. : 


inguinal or “high operation’? has not yet completely 
replaced the femoral or “ low operation.”’ The figures 
are as follows: 


City of London Truss Society, 1921-1926. 
Recurrence following ‘ low operation ” ste wep 
Recurrence following strangulated hernia ... oo? 


41 


That is to say, one-third of the recurrences followed 
an operation for strangulated hernia; the remainder 


Fics. 9, 10, 11.+-Operatiow ror Femorat Herwta, 


Fic. 10.—The flap turned down (exposing the rectus muscle 
and being sutured to oe of Astley per. The femora 
vessels retracted outwards, _ 


followed the orthodox “ low 


T have used the operation during 
the last two years have been en- 
tirely satisfactory. One patient 
had two enormous direct 
hernias, the apertures of which 
would admit four fingers held 
flat. Gallie’s method is, indeed, 
applicable to most of the worst 
hernias that are likely to be met 
with in ordinary practice. 


FemoraL . 

The treatment of femoral 
hernia is to me an even more 
interesting subject than 
guinal hernia, . Opinions are 
more sharply divided concern- 
ing it, while the general com- 
placency as to the results 
appears to me to be even less 
justifiable than in the case of 
inguinal hernia. I hold strongly : 
the view that femoral hernia |» — 
should never be treated witha | 
truss unless the patient refuses 


operation.” ; 

_ Starting even the 
morphological standpoint the 
problem of femoral hernia is a 
difficult one. In the case of 
inguinal hernia there is the 
clear-cut difference between 
the congenital and acquired 
varieties, and it is recognized 
that for the vast majority, since 
_they are congenital, the re- 
moval of the sac is the basis of 
cure. But controversy still rages 
round the-origin of femoral 
hernia. The congenital school, 
championed by Hamilton 
Russell of Melbourne, holds to 
the developmental origin during 
the growth of the limb bud, 
whereas Sir Arthur Keith leads 
the party which preaches that 
it is acquired. The discussion, 
though of great academie 
interest, is not, in my opinion, 


operation or is obviously unfit 
even for an operation with a 
local anaesthetic, and this is justified by the well known fact 
that the incidence of strangulation among femoral hernias 
is very much higher than it is among inguinal hernias. 
With this view most surgeons will agree, and in a large 
proportion of cases operation is performed. The rate of 
recurrence is, however, surprisingly high, and I find that 
during the last five years I have seen no fewer than 41 cases 
of recurrent hernia after operation among the compara- 
tively small number of patients with femoral hernia attend- 
ing the City of London Truss Society. This high rate is 
partly to be explained by the fact that the prevalent method 
of dealing with a strangulated femoral hernia leads almost 
inevitably to recurrence, and partly by the fact that the 


Fic. 11.—The suturing of the flap completed; retractor removed. 


of much practical importance, 
- as I am satisfied that, whichever 
theory be true, the mere removal of the sac is not curative. 
This point Professor Gask put to the test a few years ago. 
In 10 patients the hernia was treated by laparotomy with 
complete removal of the sac from within the peritoneal 
cavity. In 6 of the cases so treated the hernia promptly 
recurred, and this method of treatment had to be aban- 
doned. The so-called ‘‘ low operation’’ is also, in my 
opinion, unsatisfactory, and should no longer be used. In 
this operation a vertical incision is made in Scarpa’s 
triangle (which usually results in a very ugly scar). The 
hernial sac is then isolated and ligatured as it emerges from 
the saphenous opening. Finally, the inguinal ligament is 
sutured to Cooper’s ligament, or a purse-string suture 
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is used in an attempt to close the crural canal. The com- 
plete removal of the sac by this means is almost. impossible 
- for anatomical reasons; neither can it be supposed that an 


. approximation of two tense structures, such as the inguinal 


ligament and the pectineal fascia, or the ligament of Astley 
Cooper, can be permanently maintained. That many 
patients treated by this method have been cured cannot 
be denied, for often the aperture through which the sac 
emerges is narrow, and a film of scar tissue is efficient in 
closing it; but as a routine procedure I believe it 
is theoretically unsound, and the recurrences that 
I have seen confirm this view in practice. 
The-inguinal operation is admittedly a more 
intricate proceeding, and demands an accurate 
knowledge of the anatomy of the parts concerned. 
The skin incision is made as for an inguinal 
hernia, which is an advantage to the patient, 
since it is in the line of cleavage of the skin and 
gives a very good scar, unlike the vertical incision 
used for the other operation. The lower flap of 
skin is raised and retracted, and the hernial sac 
- is defined, isolated up to its neck, and opened. 
If it contains a large mass of omentum which 
cannot be reduced, this must be removed. The 


external oblique aponeurosis is then cleaned and Fic. 12.— Diagram- _ 

matic section through 
an.obese woman, show- 
ing the relation of the 
umbilical hernial sac 
to the surface. 


incised as for inguinal hernia. The lower edge 
of the internal oblique is then retracted upwards 
~ with the spermatic cord or round ligament. The 
floor of the inguinal canal in its inner half is thus 
exposed and is incised. The opening is enlarged and, being 
on the inner side of the deep epigastric vessels, is imme- 
diately over the neck of the femoral sae above the inguinal 
ligament. The neck of the sac is seized, and the sac pulled up 
through the crural canal. Before being finally removed the sac 
must be carefully examired and any tissue on its inner 
side must be peeled away, for often this tissue is the lateral 
part of the fundus of the bladder. When the neck of the 
sac has been thus defined, it is ligatured flush with the 
parietal peritoneum and the sac is removed. Any operator 
who is unaware of this quite common relationship between 
the bladder and a. femoral hernia is sure sooner or later to 
endanger a patient’s life by inclading the bladder in his 
ligature. It now. remains to deal with the opening of the 
crural canal. No attempt need be made to close this, for 
it is better to shut it off from the abdominal cavity by 
bringing down a curtain from above. This can be done in 
most cases by suturing the lower edge of the internal 
oblique with two or three mattress sutures to the strong 
_extension of the lower horn of Gimbernat’s ligament, 


inguinal operation that it weakens the floor of the inguinal 
canal just in the position where a direct hernia is liable 
to develop. It is clear, however, that the internal oblique 
muscle, if used in the way described, is closing this 
deficiency in the floor of the inguinal canal at the same 
time that it is forming a curtain between the crural canal 
and the abdominal cavity. 

This operation has been found to be efficient in 125 
patients operated on by several surgeons in the wards of 
the Surgical Unit at St. Bartholomew’s Hospital 
during the last six years. I was myself respon- 
sible for about a third of these. Most of the 
patients have been reviewed at intervals since 
they left hospital. In the great majority the 
crural canal was of the common small size, and 
I have found signs of recurrence in only three 
instances. I believe, however, that the operation 
described, though better than the low operation, 
is not to be relied upon where the opening is of 
larger size or where it has been deliberately en- 
larged as in dealing with a strangulated hernia. 
I have therefore devised another procedure for 
use in the more serious cases. The operation 
is probably not new, but I have been tnable to 
find any description of it in the literature of the 
subject. 

The principle involved is an extension of the 
plastic operation already described for the treat- 
ment of direct inguinal hernia. The earlier 
stages of the operation are carried out just as has 
been already detailed. But “when the sac has been 
removed a rather large semicircular flap is cut from 
the aponeurosis of the internal oblique layer of the 
rectus sheath, and this is turned over through almost 
270 degrees so that its lower edge can be sutured to 
the ligament of Astley Cooper or even to the periosteum 
of the pubic bone from behind Gimbernat’s ligament to 
the: femoral vessels (Figs. 6, 7, and 8). This strong 
aponeurotic curtain is under no tension at all, and remains 
as a permanent and efficient bar against recurrence of the 


~hernia. Nor is any deficiency left in the floor of the 


“inguinal canal. The suturing of this flap is not an easy 
thing to do. The sutures must be inserted at the bottom 
of a deep hole, and the femoral vessels are in imminent 
danger of being injured unless properly safeguarded. I 
have found the operation is greatly facilitated by using 
“a wide retractor with a slit in the centre of the blade. 
The instrument is so inserted that it retracts and protects 
the femoral vessels both above and below the inguinal 


Fics. 13, 14, 15.—Opsration ror Herz. 


and separated. The dotted lines indicate the lateral 
extensions of the incision. 


known as the ligament of Astley Cooper. This procedure 
is open to objection in that a structure is again being 
_. dragged down out of its proper line of action iifto contact 
with another tense structure. In practice, however, it is 
found to be efficient when the opening of the crural canal 
is small. In most patients the lower edge of the internal 


_ oblique, being muscular, not aponeurotic, comes down | 


without much tension. The muscle fibres no doubt undergo 
fibrosis afterwards, but the fibrous curtain so - produced 
remains as an efficient bar against the recurrence of the 


hernia. The objection has been brought. against the 


Fic. 13.—The sac and contents have been defined Fic. 14.—The suturi 


ng of the aponeurotic flaps. 


Fic. 15.—The operation completed with twe 
rows of sutures. 


hgament, which is itself occupying the slit in the centre. 
Adequate room for working is thus obtained, and the 
retraction of the vessels outwards ensures that they come 
closely up against the outer edge of the aponeurotic flap 
when they are released. When the sutures are being in- 
serted the needle carrying them must be made to emerge 
below the crurai canal and is then passed back again 
through the canal, so that the sutures are tied above the 
inguinal ligament. Three deep sutures are usually enough ; 
a fourth is sometimes inserted to secure the outer edge 
of the flap to the inguinal ligament over the femoral 
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vessels (see drawings). The external oblique aponcurosis 

is then sutured as before. The stages of the operation are 

shown in the accompanying drawings (Figs. 9, 10, 11). 
This operation I have now performed twenty-one t'mes: 


Reasons for which the Upcration was dene, 


Recurrent hernia 4 
Strangulated hernia 3 
Bilocular hernia (Fig. 8) 
For demonstration... 1 
21 


It will be seen that ii all except one case the circum-— 


stances made the routine operation unlikely to result in a 
permanent cure. In every patient so far treated in ‘this 
way the result has been satisfactory. Several patients have 
been men doing heavy work. I make no apology for having 


done the operation on one occasion in order to demonstrate - 


it to another surgeon, for I believe it to be theoretically 


the best operation for all cases; it takes, however, a, 


somewhat longer time to perform than the other opera- 
tion, and it seems unnecessary to use the more elaborate 
method when the simpler suffices. 

One of the most important applications of the inguinal 
operation, and of my own modification of it in particular, 
1 believe to be in the treatment of strangulated femoral 


according to the condition found. The sac is then removed 
and the peritoneum closed. It now remains to finish the 
operation in such a way that the hernia will not recur. 
Gimbernat’s ligament has not been damaged, but the open- 
ing is likely to be fairly large after the hernia has been 
reduced. _ Recurrence can be prevented by turning down 
a flap from the rectus sheath, as already described, the 
operation being done with the same care as would be used 
in doing it under ordinary conditions. 

I have insisted that the time factor is not necessarily 
of great importance because I have found that the opera- 
tion can best be done under a local anaesthetic. The 


patient suffers very. little disturbance by this method, and 


there is no necessity for haste. I have done the operation 
in this way on a frail old lady of over 80, who made an 
uninterrupted recovery, and it has been equally satis- 
factory in other patients. The last one that I operated cn 
had a hernial sac measuring 5 by 3 inches and containing 
a large mass of omentum with several inches of strangu- 
jated gut; size, however, is no bar to the successful employ- 
ment of local anaesthesia, and this patient was undis- 
turbed by the operation, and made an uneventful recovery. 


Hernia. 
Umbilical hernia as seen in children does not often call 
for operation, and when it does so a cure can usually ba 


Fics. 16, 17, anv 18.—Gattie’s Operation FOR VentraL Hernia. 


Fic. 16.—Insertion of the first fascial 
suture. 


hernia. The low operation may be actually dangerous, and 
should seldom be used. It is well known that a common 
form of strangulated hernia is the so-called ‘ Richter’s 
hernia,’’? in which less than the whole circumference of the 
intestine is nipped in the neck of the sac. Sometimes the 
sharp edge of Gimbernat’s ligament causes a local necrosis 
of the wall of the gut where it is in contact with it, so 


that perforation is liable to occur. If any attempt is made j 
to deal with the hernia from below, the manipulation, may | 


only result in. the; premature reduction of the: contents. 
The perforated gut slips back into the peritoneal cavity, 
and the patient is likely to die of general peritonitis. 


Even if this does not occur; it will be difficult to deal , 
‘satisfactorily with the strangulated gut from below unless : 
the’ crural canal is first greatly enlarged. “Often this has : 
been done in the past by dividing Gimbernat’s ligaiment, ' 


and I believe it is ‘the destruction of this important 


structure which has contributed largely to the very. high : 


rate of recurrence following the relief of a strangulated 
femoral hernia, as illustrated by the figures already given. 
1 believe, therefore, that the high operation should always 
be used when the hernia is strangulated, and that it is 
usually more important to do the operation properly than 
to save time. The peritoneal cavity must be opened above 
the inguinal ligament before the hernial sac is opened, and 
the loop of gut entering the hernia must be identified. 
The surgeon then has complete control of the situation, 
and the patient is protected against the danger mentioned 
above. The sac is then opened, and the constriction at 
the neck is relieved, not by dividing Gimbernat’s ligament, 
but by nicking the anterior margin. In this way only the 
fibrous tissue in the neck of the sac is incised, or at the 
worst some fibres of the inguinal ligament. The strangu- 
lated gut can thus be reduced, and is treated appropriately 


Fic. 17.—Insertion of the second 


Fic. 18.—Completion of the fascial 
fascial suture. filigree. 


effected without difficulty, whatever form of operation is 
used. The case is very different, however, with the other 
common type—namely, the obese woman with a large 


‘umbilical hernia—and the problem of treating such patients 


is a very difficult one. The hernia is usually protruding 
into a sac which is larger than-it appears to be on the 
surface, owing to the facet that it is obscured by a layer 


-of fat several inches in thickness (Fig. 12). Sometimes it 
‘is possible to make the patient comparatively comfortable 
-by: applying a truss“or a combination of abdominal belt 
-and truss, but it is obvious from the anatomical nature of 


the ¢ase that the ‘control of the hernia can never be more 
than partial. The risk of strangulation always remains a 


"grave one, and it is well known that when this occurs the 
‘patient's life is great danger: The lot of an obese 
‘woman with a hernia is, indeed,’ an unenviable. one, and 


I feel that we do not perhaps do: quite as much as we 


might to alleviate her discomfort. Her lungs usually show 


emphysema and chronic bronchitis; her heart muscle is 
likely to be infiltrated with fat. Her figure, with its 
immense capacity for propulsion of. abdominal conterts 
through any weak point in its armour, scems to offer little 
chance of a permanent cure of the hernia. Nevertheless, 
I believe that we tend to take too gloomy a view of the 
prospects of operation, and the source from which the 
ray of hope emanates is- a flaskful of novocain-saline- 
adrenaline solution. 

1 have found the radical cure of umbilical hernia under 
local anaesthesia to be a practicable undertaking even in 
the most obese of patients, and the post-operative terrors 
of vomiting, coughing, and heart failure are thereby largely 
removed. It is, of course, difficult to make sure of doing 
an efficient infiltration of all the layers by injection through 
the skin, but a preliminary superficial infiltration, followed 
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by an infiltration of the deeper layers after the skin 
incision has been made, will give complete anaesthesia of 
the parts concerned. The details of the operation have 
heen the subject of controversy. Some surgeons advocate a 
longitudinal incision encircling the stalk of the hernial sac, 
removal of which is followed by suture of the aponeurosis of 
the linea alba, which is always greatly widened in these 
= and can be overlapped from side to side. My own 

eeling is in favour of the other method advocated by the 
surgeons of the Mayo Clinic, their observations being based 
upon the results obtained in a large number of patients. 
‘The incision in this operation is transverse in both skia 
and aponeurotic layers. When the skin has been incised 
the hernial sac is defined and isolated, and the surface of 
the aponeurosis is cleared of fat for some distance around 
it, especially at the sides, An incision is then made 
through aponeurosis and peritoneum close to the neck of 
the sac, and this is carried right round the neck so that 
the sac, with its contents, is separated from the abdominal 
-wall (Fig. 13). The°sac is then opened and its contents 
‘either cut away or replaced in the abdomen as seems best ; 
-afterwards the peritoneum is sutured. The incision in the 
aponeurosis is next extended to either side as far as, or 
even into, the sheaths-‘of the widely separated rectus 
muscles. Material can thus be obtained for overlapping 
‘the aponeurosis from above and below the situation of the 
‘former hernia, and this double layer should, in theory, form 
an effective bar to the recurrence of the hernia. The edge 
of each layer of aponeurosis is separately sutured to the 
other so that the strain of any coughing or vomiting 
after the operation is borne by a double row of sutures 
(Figs.14,15). Cure must finally depend, however, upon a firm 
adhesion between the surfaces of the overlapping layers of 
aponeurosis, since the sutures of catgut or kangaroo tendon 
which are commonly employed are but a temporary means 
to the end in view. 

I have recently reviewed the patients who have been 
operated upon for umbilical hernia in the wards of the 
Surgical Unit at St. Bartholomew’s Hospital. The numbers 
are not large = for them to form the basis for 
definite conclusions, but the results at any rate show that 
there is at present no ground for complacency, for among 
ten patients operated upon by the transverse method, 
recurrence has taken place in three within a period of 
five years. The chief grounds advanced by the surgeons of 
the Mayo Clinic in favour of the transverse operation were 
the mechanical conditions governing the tension of the 
-abdominal wall. The recti are widely separated and acting 
‘weakly, so that when the abdominal muscles contract the 
‘ebliques are the strongest agents and will tend to pull open 
.® longitudinal scar, but te close a transverse one. But 
_after having performed the operation by their method 
with great care on a number of patients and having found 
‘@ recurrence taking place in.a patient in whom everything 
seemed favourable and an entirely satisfactory result had 
‘been expected, I have come to the conclusion that there 
‘is still need for improvement in some part of the treat- 
ment. The advantages of using a local anaesthetic I have. 
‘already mentioned. The weak point in the technique to: 
-which E am inclined to attribute the chief responsibility . 
‘for the failures is the use of dead materials for suturing | 
‘the aponeurosis. Evidently these sometimes retain their 
held on the tissues long enough for adhesion between the 
‘layers to take place; but sometimes they do not, and 
‘I believe that if fascial sutures are used for this purpose 
‘a cure is likely to be obtained with much greater certainty. 
‘It is clearly another department in the treatment of 
shernia in which the principle of Gallie’s operation ought 
go be employed. 


Post-Operative Hernia. 
» It ‘only remains to deal with the miscellaneous hernias 
-which are so liable to follow emergency abdominal opera- 
tions of all kinds, and sometimes follow operations that 
‘were not to be classed as emergencies. Most of the former 
‘are unavoidable, most of the latter avoidable; the present 
‘discussion, however, is concerned only with their treat- 
‘ment when they have appeared. Those that are met most 
‘commonly in practice are in the right iliac fossa after 
drainage of an appendix abscess, er in the epigastrium 


. 


after an operation for a perforated ulcer. Others are in 
the mid-line above the pubes following a prostatectomy. 
Another typt, common in my experience at the Truss 
Society, is found in obese middle-aged women following 
a gynaecological operation, and occupies the greater part 
of the mid-line between the umbilicus and the pubes. 
Many of these post-operative hernias can be more or 
less controlled with some form of truss, though operation 
is always to be preferred unless the patient’s physical 
condition renders him unsuitable for it. Unfortunately, 
many patients have suffered enough under the first opera- 
tion to make them reluctant to undergo a second. Thev 
are naturally unable to appreciate the fact that the 
repairing operation can usually be performed under a local 
anaesthetic with comparatively little pain or discomfort. 
The surgeons to the Truss Society have consequently had 
to devise many forms of truss for these hernias, which, 
however, I should prefer not to discuss under the title 
given to this paper, for the modern treatment of the con- 
dition can, I believe, offer an almost certain cure. In 
most instances, as I have said, a local anaesthetic can be 
“used with advantage. For many of the interstitial hernias 
following operations for appendicitis a technique suffices 
which aims at excising all scar tissue with careful suturing 
of each layer in turn after it has been cleaned and defined. 
The case is different with the ventral hernias, especially 
those of the suprapubic variety, for it is difficult to find 
undamaged tissues for accurate suture, and recurrence has 
frequently followed the most painstaking attempts. Tho 
application of Gallie’s principle is again found to be the 
solution of the difficulty, the procedure being similar to 
that already described for inguinal hernia, though some- 
what simpler. The more difficult part of the operation is 
likely to be the preliminary stage—namely, the removal »f 
the sac, followed by replacement of the contents in the 
abdominal cavity and suturing of the peritoneum. When 
this has been done the other anatomical layers used need 
not be defined. Even the thicker parts of the scar tissue 
at the edges of the opening may be used. These edges are 
approximated with a simple running fascial strip suture, 
which is locked at either end (Fig. 16). The first suture 
is then oversewn with at least two layers of zigzag stitches, 
frequently self-locked, exactly as already described for 
dealing with the aperture of inguinal hernias (Figs. 17, 18). 
If the hernia is immediately suprapubic, the first suture 
at any rate must begin at its lower end deep to the pubic 
bone itself, so that not the smallest protrusion can possibly 
occur afterwards at this point. Gallie’s technique is so 
satisfactory for the repair of these hernias that it 
should be used without hesitation whenever there is any 
uncertainty as to the success of a less drastic method. 


ConcLuUsION. 

I wish to make somewhat high claims for treatment 
carried out on the lines I have indicated, for I believe 
that by their means success can now be assured even in 
those cases in which formerly the results were most in 
doubt. The main points that I have tried to make are: 


(1) The great value of a local anaesthetic in making 
the operation easier for the surgeon and less dangerous 
for thé patient, with elimination of most of the acci- 
dents likely to influence adversely the prospects of 
permanent cure. The risk of toxic effects on the 
patient, even in so extensive an operation as Gallie’s 
method, is nil, since a solution of novocain 0.2 per cent. 
in normal saline solution with adrenaline 1 in 200,000 
is all that need be used. 

(2) The uses to which a fascial graft of the patient’s 
own tissue may be put, the graft being derived from 
the actual operation area. In this connexion I have 
described an operation for femoral hernia which may 
be new and has proved satisfactory in a considerable 
number of cases. 

(3) The very great advance which has resulted from 
the addition of Professor Gallie’s technique to the 
surgeon’s operative repertory. This again involves the 
use of the patient’s own tissues, though the graft is 
taken from a distance and employed in the form of a 


living. suture... 
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1 am aware that even more extensive plastic operations 
have been described in the past, but these I regard as 
applicable only to such exceptional circumstances that they 
do not come within the scope of this survey. I am also 
aware that some surgeons still advocate the use of foreign 
materials such as silver filigrees for inguinal hernias and 
iron staples for femoral hernias; but although these 
methods may give excellent results in some hands, I believe 
that they are contrary to the general trend of modern 
surgery, which prefers to discard such artificial aids when 
cure can be obtained without the introduction of any 
foreign materials. 


ACUTE INTESTIN AL OBSTRUCTION DUE TO 
 INTRA-ABDOMINAL CAUSES. 


BY 
Sm HENRY GRAY, K.B.E., C.B., C.M., F.R.C.S.Ep., 


MONTREAL. 


In the earlier years of my surgical experience there was 
a very decided prejudice against the employment of 
surgical measures in the treatment of acute intestinal 
obstruction. This prejudice was, in a measure, not to be 
wondered at, because the results of surgical intervention 
at that time, when surgery was a “ last resort,’’ were 
extremely depressing. 

In those days, judging from my experience in Scotland, 
there were, relative to the number of operations per- 
formed, a good many more cases of acute intestinal obstruc- 
tion compared with the number encountered in more recent 
years. A considerable proportion of cases occurred as a 
sequel to abdominal operations. That number was greatly 
reduced owing, I think, to more rational and careful 
methods of conducting such operations and their after- 
treatment. For example, one important item in preventing 
adhesions and band fermation is strict attention to the 
exclusion of raw surfaces by ‘‘ peritonealization”’ of 
pedicles and careful suturing of the abdominal wall. The 
irritation of rubber tubes and other stiff material used 
as intra-abdominal drains stimulates adhesions, from the 
formation of fibrous tissue, and predisposes to obstruction 
from kinks or bands. I have for many years almost entirely 
given up the. use of such intra-abdominal drains as a 
routine, except after operations on the biliary passages, 
liver, or. pancreas. 

All cases of intestinal obstruction are .urgent—some more 
so than others. . This urgency is dependent on the age and 
general condition of the patient, on the actual cause of the 
obstruction, and on its site. Very young and very old 
individuals, or patients enfeebled by concomitant disease 
of vital organs, are likely to go under rapidly. They 
cannot endure the intense pain, and may quickly succumb 
to shock. If pain is not typically severe in such a case 
the attendant may be tempted to procrastinate, but it must 
be remembered that the effects of toxaemia are apt to be 
more intense and rapid in them and to be less easily com- 
bated than in more robust individuals. 

The effects on the bowel itself vary greatly according to 
the cause. Slight constriction or simple kinking may at 


first merely prevent passage of intestinal contents. Later - 


on, increased pressure of these contents, and the conges- 
tion due to the thin-walled veins being more readily 
occluded than the arteries, may ultimately bring about 
exactly the same state of affairs in this primarily simple 
occlusion as in the more dangerous condition of strangula- 
tion, whether caused. by band, volvulus, or intussuscep- 
tion. The degree of interference with the circulation of the 
bowel, with the nerve supply, with the mucous membrane, 
and the lymphatics, and with the walls of the “gut as a 
whole, influences the rapidity with which symptoms appear 
and their severity. 

A tight snare caused by a band over or around the bowel 


-may affect the whole of its constituents so much, from the 


onset, that gangrene will occur rapidly, and be followed by 
peritonitis. In some cases the snare may merely be tight 
enough to cause, at first, occlusion only of the veins of the 
bowel, but this brings on congestion and distension, so that 


— —» 


the snare gradually becomes tighter, with involvement of 


other structures and corresponding increase in the severity . 


of all the symptoms. The ultimate result of embolism or 
thrombosis in the mesenteric vessels is practically identical. 

Apart from the purely mechanical factor in acute intes- 
tinal obstruction, there is another and almost equally 
important one—the absorption of toxic material from the 
bowel. This material is derived either from bacterial de- 
composition of the bowel contents above the obstruction, 
or from imperfect metabolism of protein contents (pro- 
ducing proteoses), which may have been swallowed, but 
more likely are secreted or exuded directly into the bowel 
through its mucous membrane. Toxins of the second class 
are more dangerous and rapid in their action. Their effect 
is best seen in obstruction high up in the. small bowel, 
where bacterial decomposition is not prominent. The 
jejunum has been called the ‘‘ poisonous proteose level ” 
in obstruction. In these cases toxaemia becomes evident 
very soon, producing definite prostration Or symptoms of 
actual shock. Persistent vomiting is established at an 
early stage, and is probably dependent’ as much on the 
toxaemia as on mechanical causes. Both symptoms pass 
off just as quickly as they appeared, after the contents 
of the bowel are drained away through an enterostomy. 
The origin of these toxins, however, is still a matter of 


debate. Apparently the presence of bacteria is necessary, 


before they can provoke a fatal issue. Vomiting and 
toxaemia may be long postponed when the obstruction is 
low down in the bowel. A third important factor is the 
rapid depletion of the body fluid as a whole and of some 
of its constituents in particular. This has often a marked 
effect on the general circulation. In some cases the sunken 
eyes, pallid or ‘‘ blae”’ facies and hands, and shrunken 
limbs are striking features. But these are symptoms of 
advanced cases of obstruction, which, in ordinary circum- 
stances, at least of town practice, should not be allowed to 
occur, 
Et1oLoGy PatTHOLocy. 

In infants and young children intussusception is by far 
the-most frequent condition which produces obstruction of 
the bowels. Improper feeding, causing inco-ordinate and 
excessive peristalsis, as well as swelling of the lymphoid 
accumulations which are prominent anatomical features in 
the wall of the bowel at this time of life, are probably tue 
most frequent causes of this. During ordinary peristalsis, as 
opposed to segmentation, a distal part of the intestine 
dilates while the part immediately proximal to this con- 
tracts and forces the bowel contents onwards. If the con- 


traction is excessive, the contracted part may be forced into 


the dilated part, which, in turn contracting, tends to carry 
this apex of the intussusception still further. This is apt 


_to occur more easily in a child, in whom the equilibrium, 
so to speak, of the bowel is not so highly developed as in’ 


an adult, and these lymphoid swellings are apt to be 
caught and forced onward by the peristaltic wave. As the 
process develops, the bowel becomes more and more infolded, 
causing congestion, swelling, occlusion of the gut and its 
vessels, and traction on nerves, with attendant haemor- 
rhage and shock. In early stages the symptoms may abate 
because the intussusception-may recede. But later on it 
remains strangulated and will speedily become gangrenous. 
In such cases the symptoms are severe and persistent, until 
their severity is masked by the exhaustion of the bowel and 
of the patient. 

Children with complete obliteration or high-grade stenosis 
of a segment of bowel are often in such poor condition that 
surgical intervention is out of the question. If, however, 
there is no doubt of an obstruction, as revealed by per- 
sistent vomiting, local distension, and possibly by z-ray 
evidence, it may be worth while to give an otherwise 
healthy child its only chance. A rapid short-circuiting 
operation is usually the best procedure. Obstruction at this 
age may be due to a diaphragmatic hernia or to strangula- 
tion through a hole in the mesentery. . 

Intussusception in older children and adults is usually 
due to some accompanying pathological condition, most 
frequently a polypus, and more rarely a stricture. Intus- 
susception or, as it is more often called, prolapse of the 
sigmoid or rectum, may occur. without such accompaniment, 
and may be predisposed to by a curious ballooning of this 
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rt of the bowel which occurs in some cases and which 
s not satisfactorily explained. The ballooned condition 
may have a distant relationship with the equally 
unexplained condition called Hirschsprung’s disease—an 
idiopathic and. apparently. congenital condition of the large 
bowel, in which the lower part is most severely and most 
frequently affected. 

Intussusception in adults is, however, comparatively rare. 
At this age the most usual causes of intestinal obstruction 
are fibrous bands, internal hernia, Meckel’s diverticulum, 
volvulus, impaction of concretions, sudden blockage of a 
chronic stenosis brought on by tubercle or cancer, or 


_ pressure from a tumour outside the bowel, and chronic or 


recent adhesions causing acute angulation of the bowel. 
The last is usually the cause of obstruction accompanying 
acute peritonitis from appendicitis or salpingitis, or after 
an abdominal operation. In inflammatory cases the sym- 
ptoms of obstruction may mask those of the cause; the case 
usually becomes much more urgent -when obstruction 


supervenes. 


In all these cases there need not be at first any actual 
microbial inflammation of the bowel wall, so that, with 
careful i the bowel usually recovers, after being 
released. I should like to point out, however, that strong 
purgative medicines given by the mouth, and endocrine cr 
other selective remedies, such as pituitrin and eserine, 
administered subcutaneously, sometimes defeat the object 
with which they are given. Immediately after operation 
the bowel may not be in a condition to respond to drastic 
stimulus. The so-called adynamic or paralytic ileus may 
possibly occur after any abdominal operation, but especially 
if the bowel has required much handling, and where over- 
distension has existed previous to operation. 

The most frequent and serious form of paralytic ileus is 
that caused by peritonitis affecting the lower half of the 
abdomen, which is occupied by .both small and large 
intestine, both of which become affected by the peritonitis 
—hence Sampson Handley’s term “ ileus duplex.’’ This 
term indicates that both large and small bowel are affected 
and must be treated, in my opinion by caecostomy and 
jejunostomy; Sampson Handley recommends a _ jejuno- 
colostomy. In such cases stagnation occurs in the dis- 
tended, sodden, flabby loops of intestine, and the poisonous 
contents of the bowel, acting on the intestinal wall, tend 
to keep up the paralytic condition. Unless the vicious 
circle can be broken, either by emptying the bowel above 
the obstruction as much as possible at operation, or, better, 
by making one or more openings in the bowel through which 
its contents gradually drain away, the patient will die. 

With reference to the acute toxaemia which occurs 


-especially when the obstruction is situated high in the 


smal] intestine, it appears that the poisons absorbed from 
the upper jejunum, and especially from the duodenum, exert 

found metabolic. changes, which can be easily appre- 
ciated in the blood, and are evidenced by great diminution 
in the chloride content, increase in blood urea, and in the 
capacity of the blood for pc tng Such changes are 
early appreciable in paralytic ileus. In the later stages 
this toxaemia exerts an evil effect upon the kidneys. These 
organs often undergo acute inflammation, which shows as 
changes in the tubular epithelium or as a more diffuse 
nephritis. The urine may contain granular and hyaline 
casts, albumin, and even occasional red blood cells. It 
usually becomes normal again rapidly when the obstruction 
is relieved and the fluid deficiency of the blood is made up. 
These changes in the blood, especially the deficiency in 
chlorides, give valuable indication for treatment. The 
chloride deficiency can be remedied by giving ordinary or 
hypertonic solution intravenously. J. W. Ross of Toronto! 
has suggested the use of intravenous infusion of hypertonic 


saline solution (60 to 75 c.cm. of 20 per cent. sodium 
chloride for an average adult). This suggestion was based 


on the observation of Hughson and Scarff? that violent 


peristalsis immediately followed the injection of this solu-_ 


tion and persisted for an hour. With more dilute solutions 


there was a latent period and less active response. They 


found also that absorption of toxic products from the gut 
was delayed. Thus the administration of hypertonic saline 


has three beneficial effects: (a) replenishment of depleted | 


chlorides, (b) retardation of absorption of toxic bowel con- 
tents, and (ce) stimulation of active peristalsis. After the 
hypertonic solution has produced peristalsis, ordinary 
isotonic solutions may be required to replace lost body fluid. 


SYMPTOMATOLOGY. 

As has already been indicated, the clinical symptoms of 
obstruetion may vary considerably, chiefly according to the 
site and the cause of the obstruction. . At the same time 
there are certain phenomena which are almost invariably 
found, forming quite a characteristic symptom-complex. 
Qver a period of days or even of weeks the patient may 
be subject to occasional recurring colicky pains, generally 
in the same part of the abdomen. These pains may 
gradually or suddenly increase in severity with development 
of the typical syndrome. Such patients are usually the 
subjects of adhesions or of growth. 

The symptoms, however, usually appear with dramatic 
rapidity. If a loop of the bowel suddenly becomes acutely 
strangled, severe local irritation and pain are caused, 
resulting in variable manifestations of shock or, as it is 
called by some, peritonism. The patient may become more 
or less collapsed, with feeble pulse, clammy skin, drawn 
features, and intense pain in the abdomen. He may vomit 
owing to the shock, and the lower bowel may respond to 
the irritation by evacuating its contents. After this pre- 
liminary storm may come a more or less pronounced calm, 
although there may persist considerable steady pain in the 
abdomen, usually referred to the umbilical region when the 
small intestine is the seat of trouble, and to the hypo- 
gastric region when the large bowel is affected. In some 
cases the respite may be so definite that the patient drops 
off to sleep. Very soon, however, the pain becomes more 
intense, and is accompanied by spasms of colic, which 


- become sa severe that the patient writhes in agony. These 


spasms occur more frequently and are more intense when 
the small intestine is affected. When the large bowel is 
blocked the spasms are bad, but, while they may make the _ 
patient sweat with pain, he does not usually cry out as does 
the sufferer from colic of the small intestine. 

Persistent vomiting soon sets in. At first any food 
remaining in the stomach is evacuated, then bilious 
material, then more or less clear watery material as the 
contents of thé small intestine regurgitate into the stomach, 
and finally, as congestion and decomposition increase, the 
vomit becomes brownish—it is often described as being 
faeculent in character. At this stage vomiting is frequently 
forcible,’’. pump-like,”’ strikingly different from the 
overflow, in mouthfuls, which characterizes the act when 
peritonitis and paralysis of the bowel are present and 
cause steady regurgitated accumulation in the stomach. 
When the latter type of vomiting threatens there is urgent 
need for high enterostomy—one or several. The higher the 
situation of the obstruction in the small intestine, the more 
severe usually is the persistent pain, the more frequent is 
the colic, and the earlier is the onset of vomiting. The 
patient is usually earlier and more profoundly collapsed— 
the combined result of toxaemia and implication of the 
superior mesenteric plexus, 

If the strangulation or volvulus of any part of the bowel 
is severe, the congestion and distension of the affected coils 
may be so great that the resultant persistent pain may. 
almost overshadow the colicky pain which is caused by 
peristalsis “of the bowel above the strangulation. In such’ 
cases localized bulging of the abdomen, accompanied by the_ 
sensation of a tumour mass on palpation (which used to 
be called von Wahl’s symptom), may develop quite early, 
and before general distension occurs. This tumour is felt 
more easily during expiration and under anaesthesia. 

The tumour mass, often sausage-shaped, which is fre- 
quently felt in cases of intussusception, varies in bulk and — 
position aecording to the presence or absence of colic and. 
spasm. During a spasm the mass becomes larger and pro-. 
gresses towards the rectum.- In the intervals between 
spasms the mass may be followed with the fingers towards 
the iliac fossa, the tumour decreasing. in size. Frequently 
it cannot be palpated, but absence of tumour should not | 
interfere with diagnosis; presence of tumour merely con- 
firms it. I have only once felt the apex of an intussus- 
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ception per rectum. Wance’s sign is merely the apprecia- 
tion of a vacuity in the right iliac fossa from which the 
caecum, etc., has taken flight. 

Pressure with the flat of the hand, though stated to 
relieve the pain, does not do so, but often aggravates it, 
especially when a coil is strangulated. A succussien splash 
in the distended coils above the point of strangulation may 
be elicited in the intervals between spasms of colic, and 
may point to the site of the obstruction; this is also some- 
times indicated by an area of great tenderness in the 
abdomen. 

While general distension of the abdomen occurs fairly 
rapidly if the lower part of the small intestine is affected, 
it may not occur in strangulation of the upper part; the 
stomach alone may cause localized bulging. Distension is 
said to occur much later in obstruction of the lower part of 
the colon or in the rectum. It is suggested that when the 
small intestine is irritated and blocked, a considerable 
exudation of fluid occurs into the lumen of the bowel, which 
is not sufficiently rapidly absorbed, but that when the lower 
colon is blocked the upper part still goes on absorbing 
fluid fairly well. This explanation is not quite satisfying. 
In the large intestine gas-producing bacteria are ordinarily 
far more numerous than in the small bowel, and the former 
is, therefore, more tolerant of decomposition than is the 
small intestine, in which irritation, congestion, and disten- 
sion are more likely to produce increased and abnormal 
secretion and inflammatory exudate, which, with the half- 
digested food material, promote decomposition and gas 
formation. Owing to congestion of the obstructed loops 
free fluid may accumulate in the peritoneal cavity, and 
may even be sanguinolent. In later stages its serous 
character may be lost owing to the onset of peritonitis. 

Obstruction in the small intestine has been shown to 
render the bowel more permeable, so that imperfectly 
digested. proteins, etc., gain entrance to the blood; this 
may explain the excessive amount of urea in the blood. 
This excess disappears at once when the obstruction is 
relieved and the bowel has resumed its function. 

Constipation is @ very prominent feature and should 
always be impressive, because when colic occurs without 
obstruction it is always accompanied, sooner or later, by 
the passage of gas or faeces. But here, after the bowel has 
become emptied of contents below the site of obstruction, 
constipation becomes absolute, usually neither flatus nor 
faeces being passed. Since ordinary colic is the result of 
indigestion, purgatives or enemata are often administered 
“in an attempt to cure constipation when it is present. In 
cases of obstruction purgatives increase the colic and may 
bring on more violent vomiting. Because the bowel below 
the obstruction may have been more or less loaded with 
faeces, the first or even a second enema may have what is 
called a good result. But the giving of an enema will not 
relieve the pain and colic, urless in some rare cases of 
intussusception or kinking of the bowel where reduction 
takes place. Further enemata are unproductive. Thus 
there should not be great difficulty in diagnosis when the 
pains continue unabated or even exaggerated. The result 
of the first enema may be disregarded, but if subse- 
quent enemata are followed by the passage of flatus or 
faeces the probability is against complete intestinal ohstruc- 
tion. If such obstruction is present, constipation is usually 
absolute after the first enema has evacuated the lower 
bowel; this fact is a most valuable aid in early decision 
about the case. 

If the obstruction is not relieved the muscular coats of the 
bowel become exhausted, and on that account pain may be 
relieved to some extent. At this stage the nervous mechanism 
of the bowel is liable to become poisoned by toxins manu- 
factured in the stagnating contents (“ splanchnic intoxica- 
tion ’’); this may result in paralysis or at least paresis of 
the bowel. Sooner or later organisms penetrate the walls 
of the bowel at or above the obstruction, add to the paresis, 
and cause peritonitis. A circumscribed patch of gangrene 
may occur owing to the pressure of the obstructing band 


on the outer wall of the bowel. Ulceration, commencing in 


the mucous coat, may result from the excessive stretching 
and consequent ischaernia, one’ or more loops Whose 
circulation has become obstructed, whether by band or 


twist, may become necrotic en masse, Perforation may 
occur through the gangrenous area. 

The picture presented by the patient at this time is a 
very miserable one. Some describe it as a condition of 


secondary shock. In large part the symptoms are due to , 


more or less profound toxaemia and to loss of fluid, from 
persistent vomiting and sweating. The face is drawn and 
pale, often dusky, the eyes are sunken, the skin is cold 
with clammy sweat. The nose, ears, and fingers may be 
mottled and blue, with stagnating capillary circulation. 
The pulse is feeble, thready, rapid; respiration is rapid, 
often sighing, and the temperature is probably subnormal. 
There is persistent, insatiable thirst. There is only occa- 
sional colicky pain. Vomiting becomes of an overflow 
character. The patient may be unusually alert mentally; 
he often does not realize the seriousness of his condition, 
and the end may come rapidly. 

Allowing for individual idiosyncrasies, there is no doubt 
that the amount of pain in intestinal obstruction varies 
considerably even while the pathological conditions are very 
serious. Stenosis and congestion may vary very widely, as 
may the clinical symptoms. Although usually the intensity 


of the symptoms is an indication of the severity ef the ~ 


pathological developments, yet sometimes there is no such 
correlation. Symptoms may be severe while the cause and 
pathological results are comparatively insignificant, and 
vice versa. 

The chemical condition of the blood, the permeability of 
the blood vessels and of the mucous membrane, may be such 
that bleeding results very readily when the bowel is 
squeezed and becomes congested. One may find a strangu- 
lated loop of intestine full of clotted blood. I well 
remember a case of intussusception in which by far the 
most prominent symptom was severe haemorrhage from the 
bowel. The griping pains were so slight that the medical 
attendant could hardly decide upon invoking surgical aid, 

et a well developed ileo-colic intussusception was found. 
Although the haemorrhage had been profuse, the intussus- 
ception was reduced with extraordinary ease. Comparable 
conditions are seen when, from the straining and conse- 
quent congestion caused by vomiting or difficult defaecation, 
bleeding either from the nose or from the bowel occurs— 
sometimes quite profusely. 

Lulls in the storm of obstructive symptoms oecasionally 
occur and may be so decided that the patient and his 
friends may refuse to allow operation, however clear the 
diagnosis may be. 

There is usually so great urgency in most of these cases 
that it is dangerous to wait for the results of special 
laboratory examinations, even though the urine and blood 


may give most valuable indications for beth operative and- 


post-operative treatment. The questions, whether blood 
urea is present in large excess, and whether chlorides 
have largely disappeared from the blood, ought not to 
influence the operative procedure. It is possible to decide, 
from the urgency of the vomiting and appearance of the 
vomitus, and, at operation, from the state of the bowel 
proximal to the obstruction, whether these constituents are 
likely to be found in abnormal quantities in the blood, and 
much more certainly it can be decided whether that part 
of the bowel is likely to recover its tone or not before the 
patient dies. Over-distended but still contracting bowel is 
likely to recover; over-distended but inert bowel, incapable 
of response to external stimulus such .as pinching, will 
almost certainly not recover if left to itself. Before the 
latter condition has developed, gangrene of the strangu- 
lated part will probably have occurred. The only chance 
for the patient in such cases is either to excise the 
gangrenous part and flaccid bowel above, as Arthur Barker 
advised, or to make a smaller excision and then perform 
enterostomy, single or multiple, in the bowel higher up. 
The procedure I want to emphasize especially is entero- 
stomy, through which opening the poisonous contents of 
the upper bowel are drained away. 


TREATMENT. 
“Gir Berkeley Moynihan, in his book Abdominal Surgery, 
says that of .any twenty consecutive Cases of average in- 
tensity in fifteen operation has been too long deferred. 
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Again, “ To operate early in a case of intestinal obstruction 
is an experience that’ few surgeons often enjoy.’’ The 
mortality after operation in these cases is far higher than 
it might be. There are ‘‘ few surgeons who, in a series cf 
twenty or more cases, can show a lower mortality than 
50 per cent. Anything over a 10 per cent. mortality is 
the mortality of delay.” Serious consideration of the 
symptoms which I have detailed ought to establish the 
diagnosis within a few hours. 

The use of morphine or other sedative is frequently a 
bar to early diagnosis, because it is often used without 
good judgement, though it is often necessary to give 
‘morphine when the patient is seen for the first time, on 
account of the excruciating pain and impending shock. 
But, as Moynihan says, avoid needless repetition of 
morphine; this does the harm. If a small dose of morphine 
fails to relieve the recurrent colicky pains, apprehension 
should arise that early operation may be required. There 
is no absolute necessity to give morphine, and still less is 
there justification to repeat the doses until diagnosis is 
established. When that is done, then, as Moynihan re- 
marks, ‘‘ morphine is a remedy and not merely a refuge.’’ 
' There are certain necessary procedures which are acces- 
sory to operation and which become increasingly important 
as the condition develops in intensity. 

First, it is necessary, if the patient has been vomiting at 
ail, to wash out the stomach thoroughly, especially before 
giving a general anaesthetic, otherwise he runs the risk 
of being drowned by his own vomit or of inhaling vomited 
material and bringing on septic pneumonia. Spinal or 


_even local anaesthesia does not entirely obviate these risks. 


Many years ago I was called to a remote village, to find the 
patient, a large, heavy man, in a very pitiable and distressed 
state owing to neglected chronic obstruction which had suddenly 
become acute. I thought that while he would not stand a general 
anaesthetic, he would be able to control his vomiting, so that it 
would not choke him, if we gave him a spinal anaesthetic. 
I wanted to avoid for him the further distress of having his 
stomach washed out, since he was very nervous and had a bad 
heart. I neglected to tell him that his legs might become 
paralysed temporarily. When the spinal anaesthetic took effect, 
he suddenly realized that he could not move his legs. He took 
fright, became greatly excited, fainted, vomited profusely, and 
was really drowned by his own vomit, although his enfeebled heart 


In some cases, when vomiting persisted and was tending . 


to become overflow in character, I have left the stomach 
tube in situ during the operation, or if the stomach and 
upper intestine were found distended when the abdomen 
was opened, I have passed it again. 

The next indication is to restore as far as possible the 
depleted body fluids which have been extracted from ihe 
tissues everywhere. The increasing diminution of the 
chlorides of the blood has apparently a great deal to do 
with the recuperative powers: of the patient; the loss of 
these chlorides must be made up, but no excess be given. 


Therefore give, according to the size of the patient, the. 


state of his heart, and the effect on his. pulse and general 
condition, intravenous, subcutaneous, and rectal infusions 
of saline solution. His tissues will tend to take it up 
rapidly, so encourage absorption by making the solution 
isotonic. The saline may have to be given before or during 
the operation, as well as later on. In the most severe 


cases it may be necessary to give hypertonic saline, as Ross | 


has recommended. 

I think it is better not to give active aperients after 
operation until the bowel has had time to recover its tone. 
Such a stimulus may, I believe, have the opposite effect 
to what is desired and cause the debilitated bowel to cease 
to function. I prefer to give enemata, to empty the. bowel 
from below so that less strain is required to push on what 
may come along from above, and at the same time I try 


.to coax back vitality and vigour and co-ordinate movements 


in the injured part by such simple remedies as belladonna 


by the mouth, or, if sickness threatens, atropine or eserine. 


hypodermically in small doses. The first enema is usually 
given on the day succeeding that of operation. When 


evidence of activity becomes manifest ‘in spontaneous | 
passage of flatus or faeces or even by desire to go to 
stool, then I give, for example, small repeated: doses of 


eascara and belladonna, or even a dose of castor oil and 


laudanum. As soon as the patient feels desire for it, I give 
him ordinary food so as to stimulate normal peristalsis and 
prevent noxious adhesions. 

The part of the bowel which has been strangled tends to 
form adhesions. On more than one occasion I have had to 
open the abdomen again on account of fresh obstruction 
from this cause. Sometimes, if the bowel has been severely 
congested and dilated, although it may recover its colour 
quickly at operation, it may require several weeks before 
it works properly; in these cases the pulse remains 
abnormally rapid. Both feeding and the administration ef 
medicinal intestinal and cardiac stimulants may have to be 
carefully regulated. 

In discussing actual operative measures I wish first to 
lay stress upon the situation and manner of the incision, 
I almost invariably make a long, at least six inches, para- 
central incision on the right side, a good inch from the 
mid-line, and displace the rectus from the mid-line out- 
wards. I like to infiltrate the area of incision with 
1/2 per cent. novocain solution (plus adrenaline) so that 
I may, if necessary, carry the making of the incision under 
local anaesthesia alone at least as far as the peritoneum 
and at the end of the operation be able to close the 
abdomen without more general anaesthetic than may have 
been required for intra-abdominal manipulation. This 
reduces the length and strain of general anaesthesia very 
greatly, and it is a much more simple business than making, 
for example, paravertebral injections. A short gas and 
oxygen anaesthesia will not harm the patient unless his 
condition is very desperate. I think that the long incision, 
by permitting easier examination and handling, more than 
makes up for the extra time expended on it. When sutured 
in layers post-operative hernia is avoided more by this than 
by any other method of making a long incision. 

Having opened the abdomen, the hand is inserted into 
the lowest part ‘of the pelvis and pulls up any collapsed 
coils there. The collapsed bowel is then followed upwards 
until the point of obstruction is reached. If no collapsed 
bowel is found in the pelvis the caecum is examined. Jf 
the caecum is collapsed the obstruction must be above it; 
if distended, then the obstruction is below it, so the 
sigmoid is next inspected; if this is collapsed the obstruc- 


tion lies between the caecum and sigmoid. When there is: 


much difficulty in- arriving at a diagnosis of the site of- 
obstruction I allow the distended coils of bowel to come 
out of the abdomen, but I cover them carefully with warm 
dry towels and gauze strips to prevent undue cooling. 
There is really no necessity for more elaborate apparatus. 
I prefer dry material to moist material; the latter, by its 
evaporation, fosters cooling of the bowel: If warm lotion 
is continuously poured over it in order to obviate cooling 
there results a sloppy mess besides the introduction of extra 
risk. I do not think that evil results follow the use of dry 
material so much as when moistened packs are used. 

After finding the obstruction further proceedings range 
from the mere snipping of a band to the difficult and 
tedious separation of adhesions, short-circuiting, or the 
actual excision of a gangrenous loop followed by entero- 
anastomosis. In the last case I prefer to make end-to-end 
anastomosis whenever possible. If the patient is very bad 
it may be compulsory, after dealing with the cause of 
obstruction, simply to bring the gangrenous loop well out 
of the abdomen, fix the viable proximal and distal parts of 
the bowel to the edges of the wound, and open the loop. 
Qne or more enterostomies should be made above the 
affected loop through separate small wounds. Entero- 
stomies, reserved for the worst cases, procure the advantage 
of draining different parts of the bowel and at the same 
time permit the introduction of saline solution. Every 
surgeon of experience knows how inert the bowel may 
become, and though drainage effectively empties one loop, 
adjacent loops may remain distended.. The bowel kinks 
very readily in such circumstances. The saline solution 
must be introduced at very low pressure—over-distension 
prevents recovery of tone, besides tending to cause kinking. 
I believe that the performance of enterostomy gives better 
results than emptying the proximal bowel during operation. 
The latter procedure demands too much handling of the 
bowel .and -tends to increase shock; the same remark 
applies; of course, to wide excision of the bowel. In the 
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most desperate cases it is permissible only to make entero- 
stomy, utider local anaesthesia. In such cases I think that 
one opening should be made in the bowel by incision above 
the umbilicus and another well below it. The upper 
opening will combat the proteose toxaemia, the lower will 
combat the septic toxaemia. 

. It is sometimes difficult to decide when to perform 
enterostomy. I believe that if strong colicky pains have 
persisted right up to the time of operation and if, at the 
actual operation, the bowel responds to local stimulation, 
such as pinching, it will likely recover without entero- 
stomy. If, however, the colicky pains have become feebler, 
if general distension of the abdomen is present, and if, at 


operation, the coils are found to be in any degree flaccid 
and floppy and do not respond definitely to local stimulus, 


enterostomy is compulsory. In cases of doubt, rather make 
an enterostomy than not. Vomiting will not get rid of 
the toxin, nor will a paretic bowel pass it downwards. As 
Wilkie of Edinburgh pointed out, paresis of the bowel is an 
important contributory factor to toxic absorption. The 
bowel will not recover unless the toxie contents are 
removed. If the obstruction has been in the large intestine 
I like to make a caecostomy as well as an enterostomy. in 
cases of this degree of severity I should also administer 
20 per cent. hypertonic saline intravenously. 

~ Sir William Taylor of Dublin has given indications as 
to the likelihood of having to perform enterostomy in cases 
of obstruction. Roughly speaking, according to him, the 
necessity corresponds to the stage of the illness, and he 
defines three stages. In the early stage it is only necessary 
to treat the cause. In the second stage, when distension 
of the bowel has occurred, the obstruction should be relieved 
and jejunostomy performed. Drainage may be required ‘cr 
only twenty-four to forty-eight hours. In the third stage 
‘the condition of the patient is so bad that it will not permit 
exploration, therefore jejunostomy only should be done, 
and later on, if the patient recovers, the obstruction may 


he dealt with. In my opinion that “if” is a big one; 


I prefer to ascertain what the pathological condition inside 
is. There is practically no hope for a patient who has to 
deal with, for example, a gangrenous loop of bowel in his 
interior. “Enterostomy alone will not save him. Before 
giving up all thought of exploration, I like to see the effect 
of stimulation by drugs, intravenous infusions of Saline 
solution, and blood transfusion. 

. In making an enterostomy, I think a Pezzier’s catheter 
is a suitable tube to use, and of a medium size, but an 
ordinary large catheter serves the purpose equally well and 
is easier to remove. The latter has to. be fixed by suture. 
Only exceptionally are there solid particles in the small 
‘intestine, so that the contents drain through comparatively 
small tubes. 

I prefer to make the enterostomy, when the condition of 
the patient permits, after drawing the selected loop of 
bowel through a hole made in the omentum. When prac- 
ticable, the tube is inserted in the bowel in a manner 
similar ‘to the Witzel method employed in _ gastro- 
enterostomy, but in many cases one has to dispense with 
this refinement and simply insert the tube through a 
straight puncture, surrounding it by a purse-string suture. 
One of the fine chromic catgut sutures is left long and is 
used to moor the bowel to the abdominal wall. The loop of 
bowel is pushed back through the hole in the omentum, 
which is then made to lie snugly around the tube. If the 
énterostomy has been made from the exploratory incision, 
I draw the tube, before inserting it into the bowel, through 
a new small incision in the abdominal wall; this is usually 
most suitably made somewhere to the left of and slightly 
above the umbilicus. By this precaution contamination of 
the main wound is avoided. For suturing such easily torn 

wel as is met with in this condition the so-called 
* atraumatic needle” advertised by the London Hospital 
appeals to me. The traumatizing ‘‘ catch’ of the thread 
at the eye of the needle experienced when ordinary needles 
are used may tear and cause a leak. 

’ After multiple enterostomy I like to remove one tube at 
a time, the upper before the lower. The upper part of the 
small intestine seems to recover tone more quickly than 
the lower; the character of the toxin producing the paresis 


~~of the bowel May account for this as well as the fact that 


the paresis has usually been present in the lower bowel for 
a longer time. I have an impression that the higher the 
enterostomy the longer it takes to heal. The tubes may 
be removed and the stomata allowed to close as soon as the 
patient is established in ‘convalescence—that is, really, 
when vomiting has stopped and the bowels have ‘‘ moved ”* 
satisfactorily. Evacuation of toxic contents is one impor- 
tant factor, but restoration of peristalsis is also essential 

A simple application for preventing excoriation of: tho 
skin round an enterostomy is ethereal rubber cement ‘sola- 
tion (1 in 4) applied several times a day. The ether 
evaporates and leaves a thin film of rubber over the skin. 

It is sometimes almost impossible to tell, from the appear- 
ance of the bowel, whether the colour and the swelling are 
due to intense congestion and subperitoneal or interstitial 
haemorrhage alone or whether gangrene has actually 
occurred. The presence of the haemorrhagic effusion con- 
stitutes the difficulty. The purple colour of mere .con- 
gestion soon gives way to a more normal appearance when 
strangulation is relieved, but effused dark blood does not 
dissipate and there may be no change of colour or only in 
patches. Of course, the discoloured, flaccid, inert,: and 
often brittle state of the really gangrenous bowel is easy 
to distinguish—but there are all gradations: It must be 
remembered also that interstitial extravasation of blood has 
probably taken place before gangrene has occurred, . l-havé 
never found the following test to fail, though I have used 
it for many years. I incise, with a sharp knife, the peri- 
toneum and very superficial fibres of the muscular coat of 
the suspected part of the intestine. If the circulation is 
intact, definite bleeding, although possibly in small amount, 
will occur. It is found, then, that each time a clean. piece 
of gauze is pressed lightly on the incised part it will he 
stained with fresh blood. Viability of the bowel is. still 
more certain if the blood can be seen oozing steadily from 
the cut. If gangrene has occurred, the first or second piece 
of gauze may be definitely stained, but not more. There 
is practically never any doubt in actual experience. Hf the 
gut is viable the small incision is closed by a mattress 
suture of fine linen or catgut. 
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es 


As I have been unable to find any reference to urinary 
infection with Morgan’s No. I bacillus, I think that the 
following two cases are worth recording. The association 
of this bacillus with infantile diarrhoea, and as @ con- 
comitant organism in bacillary dysentery due to the bacillus 
of Shiga and Flexner, is generally recognized. Recently 
I have found this organism in the faeces of many patients 
suffering with symptoms of bacillary dysentery, when 
repeated attempts have failed to isolate any other .dysen- 
teric organism. While believing it be pathogenic, I had no 
positive proof of this until I isolated it from two cases of 
very definite pyelitis. fia 


Case I. 

Private L., aged 24, a British soldier at Kha stated that 
while in India (Agra) he had the first symptoms of his present 
condition. In February, 1923, he had a sudden sharp pain.in the 
left side, which remained localized, was worse when he was in 
bed, was not propagated, and had no relation to micturition. For 
several days te had frequ of micturition and noticed that 
his urine was thick. The acute symptoms off ina fort- 
night on the exhibition of urotropine. Two months later (in 
April, 1923) he had a similar attack; pus was found in the urine, 
but no blood or casts were seen. : mn 

No further symptoms occurred until November, 1925, when he 
had to be relieved pn guard duty because of a sudden onset of 
acute pain in the left lumbar region. The symptoms again p 
off in ten days, but a further attack occurred only one menth 
after. £ radiogram then taken showed no detectable pathological 
condition. 


- notice, was on March 15th, 1926. 


The present attack, when the my 
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seized with pain im the left lumbar region; it was unaccompanied 
by any nausea, or alimentary or urinary disorder, although he 
admitted having a slight headache. There was some tenderness 
over the left kidney, but none over the left ureter or bladder. 

While in hospital the patient had slight pees in the evenings 
of the first three days—98.8°, 99°, and 99.2°—and again on the 
seventh, eighth, and ninth days of 100.8°, 99.2°, and 98.8°; the 
rise in temperature was associated each time with an exacerbation 
of pain. The urine was alkaline and contained a trace of 
albumin and a heavy deposit of pus cells, with a few red blood 
corpuscles and epithelial cells; but no casts or crystals or other 
abnormal constituents, nor tubercle bacilli were found. 

An organism giving the bacteriological characters of Morgan’s 
No. I bacillus was grown in pure culture. This organism was 
again isolated on March 25th, F.. vy. 15th, and April 18th, each 
time in pure culture. A _ bl culture made on April 8th 
remained sterile. The results of agglutination tests of the 

atient’s serum against the bacillus isolated proved interesting. 
Using Professor Dreyer’s = technique, the following 
results were obtained: On April 2nd, agglutination in a dilution 
of 1 in 125 in an hour; on April 20th, agglutination in a dilution 
of 1 in 500 in an hour. In each case a normal human serum was 
put up asa control. The patient had the first three doses of an 
— enous vaccine in the interval between the two agglutination 
tests. 

; Case 1. 

The second case occurred in a British subject who was in the 
Khartoum Civil. Hospital in February, 1926. He had a typical 
attack of pyelitis with pyrexia which lasted about three weeks. 
The urine was alkaline and contained a heavy deposit of pus cells 
and many coliform bacilli. I isolated Morgan’s No. I hacillus 
from the urine, but in this case there were a few B. coli colonies 
present also. 

The organism in each case gave the following cultural charac- 
teristics, etc.: On aga: slopes a thin yellowish-white film was 
formed, having a sticky feel when touched with the platinum 
wire, while small colonies closely resembling B. dyscnteriac were 
grown on MacConkey’s medium. In broth a diffuse turbidity was 
produced. The bacillus was motile and Gram-negative. — 

The usual sugar reactions were tested. The result was alkaline 
with litmus milk; acid and gas with glucose and with galactose; 
acid on the fourth day with glycerol, and slight with indo]. In 
tests with all the other substances there was no reaction. 


Conclusions. 
While the findings are very definite in Case 1, they are 
more doubtful in Case 11. 
Both patients are receiving vaccine treatment, an 
autogenous vaccine having been prepared in each case. 


_ EXTENSIVE DIVERTICULOSIS WITHOUT 
SYMPTOMS. 


BY 


NORMAN L. CORKILL, M.B., Cu.B., 


HOUSE-SURGEON, DAVID LEWIS NORTHERN HOSPITAL, LIVERPOOL. 


Tue following case is notable as indicating the existence 
of extensive diverticulosis for at least fourteen years 
without giving rise to symptoms, Other pathological con- 
ditions were also present within the abdomen, including 
congenital abnormality of the small intestine. 


A married woman, aged 51, who had borne six children and had 
a tendency to obesity, was admitted to the David Lewis Northern 
Hospital, Liverpool; on May 3rd, 1926, under Mr. G. C. E. 
Simpson. She complained of ‘‘ wind” since an operation in 1912, 
and stated that for the last year she had suffered from occasional 
attacks of pain in the epigastrium, occasionally going through to 
the right shoulder-blade; they had no relation to food, and 
occurred irregularly either by night or by day, were sometimes 
accompanied by jaundice, and invariably by vomiting. The vomit 
was frothy, yellowish, and tasted sour. She said she had had 
typhoid fever when 6 years of age. On February 2]st, 1912, she 
was operated on for gall stones, and five months later a hydatid 
cyst’ of the left hepatic lobe was removed. Both operations were 


. performed by Mr. Murray at this institution. She brought to 


hospital with her a copy, which she herself had made at the 
time, of her old case-sheets, and also the two summary sheets 
dealing with the operations. On the back of the first summary 
sheet was found a pencil drawing of a portion of large intestine 
showing diverticulosis of the mesenteric attachment. This, she 
said, was drawn by Mr. Murray in the out-patient department 
to illustrate her condition. Mr. Simpson, who was then assistant 
honorary surgeon, remembers the occasion well. 

Condition on Admission.—-She was slightly jaundiced, the tongue 
was coated, and the breath foul. She was not constipated. 
Nothing abnormal could be discovered. in the abdomen, and 
Murphy’s sign was not elicited. Faeces and urine contained no 
abnormal constituents. A fractional test meal showed the presence 
of blood and bile in the stomach, with 0.03 free hydrochloric acid 
sud 0.07 active. 


Operation, 

Mr. G. C. E. Simpson opened the abdomen on May 10th, when 
slight hepatoptosis became evident. The gall bladder, which was 
adherent to omentum, was full of small faceted stones. The 
pancreas and the appendix were in a state of marked chronic 
inflammation. From the caecum to the beginning of the rectum 
were hundreds of diverticula containing beads of faeces, and vary- 
ing in size from that of a pea to that of a cherry. They were 
of the acquired type'—that is:to say, they were hernial protrusions 
of mucosa. The vast majority were in the concavity of the 
mesenteric attachment and the appendices, but there were also 
numerous small protrusions through the taeniae and peritoneum- 
covered muscular wall. The contents of all those m which it was 
attempted could be emptied easily into the bowel There was no 
evidence of inflammatory reaction round these diverticula, and 
Mr. Simpson was able to say, having seen the case in 1912, that 
the only notable progress was an increase in size. 

Another interesting condition present was an arrested rotation 
of the small intestine. The duedenum, with the superior mesenicri¢ 
artery on its inner side, turned back on the head of tlre pancreas 
in the shape of a double 8. The duodeno-jejunal flexure was at 
McBurney’s point, the mesentery running thence upwards io the 
left. The mesenteried caecum, which was entered by the ileum 
from the right, was slightly left of the mid-line in the upper 
umbilical region. This arrest had apparently occurred at the 
eleventh week after the caecum had entered the abdomen 
through the narrowing umbilical orifice.2 The gall bladder and 
the appendix were removed; the colon, with its diverticula, being 
symptomless, were left. 

The patient made an uneventful recovery, leaving hospital in 
very satisfactory health. 


I am indebted to Mr, G. C, E. Simpson for permission 
to publish this case. 
REFERENCES. 


1 Telling and Gruner: Acquired Diverticula, Diverticulitis and Peri- 
diverticulitis of the Large Intestine, Brit. Journ. of Surg., 1916-17, 


iv, 468. 
2 Dott? N.: Anomalies of Intestinal Rotation: the Embryology and 


Surgical Aspects; with a report of five cases. Brit. Journ. of Surg 
1923-24, xi, 251.” 


ULTRA-VIOLET LIGHT FROM OPEN ARC WITH 


TITANIUM ELECTRODES. 
BY 
ARTHUR ROBERTS, T.D., F.R.C.S., 


Masor R.A.M.C.(Rert.), 
CONSULTING AURAL SURGEON, ROYAL BERKS HOSPITAL, READING. 


Ir is now established that ultra-violet light has important 
biological effects. Many diseased conditions have been 
treated with it and much enthusiasm has been evoked over 
its possible therapeutic value. It has been pointed out 
that if a list of the diseases said to have been benefited was 
made it would probably begin with acne and go through 
the whole official nomenclature to zona, including house- 
maid’s knee and the minor psychoses. But the fact that 
its value is in many cases overstated and its mode of action 
is at present rather mysterious is no reason why its effects 
should not be thoroughly explored. 


GENERAL. 
- Tho rather widespread impression that these rays are 
dangerous is illusory. They cause nothing comparable 
to the injuries that may follow the imprudent use 
of x rays. Their penetration is very slight and confined 
at the most to the lower layers of the epidermis. Even at 
this slight depth we — to recognize two kinds of action, 
depending upon the degree of exposure and the precise 
wave-length of the light employed. It is at present diffi- 
cult in medical practice to restrict the wave-length to any 
narrow degree of the ultra-violet spectrum. Where this 
has been done experimentally we have evidence that rays 
beyond the visible spectrum down to 290 wu, which have 
been spoken of as “ biologic,” are of such a nature as to 


stimulate biological processes, particularly as the lower - 


limit is approached, whilst beyond this the still shorter 
rays, called ‘ abiotic,’’ exhibit a lethal action, though on 
account of their restricted penetration this is of little 
importance unless the exposure is prolonged. Even thse 
shorter rays, if used with brief exposures, may perhaps 
act biologically. Taking the germicidal effect as a test, 
Browning and Russ got @ maximum effect between 280 and 
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TITANIUM RAYS IN ULTRA-VIOLET LIGHT. 


255 wu. Hausser and Vahle obtained the maximal erythema 
effect on the human skin between 300 and 290 yy». Leonard 
Hill found that rays at 275 yw» killed infusoria in twenty 
minutes, that rays at 275 and 257 pu produced erythema, 
whilst rays at 232 uu were ineffective (using the lines in 
the cadmium are), As regards penetration, he found that 
under certain conditions rays shorter than 330 py did not 
penetrate what he describes as a thin layer of the horny 
epidermis, which resembles in this a 3 per cent. solution 
of quinine. it might here be pointed out that the solar 
radiation available at the earth’s surface does not include 
rays shorter than 300 yu. The eye is more transparent to 
ultra-violet radiation than the external skin. The cornea 
is transparent to rays longer than 295 uu, and the lens is 
the chief barrier oe ultra-violet rays reaching the retina. 
Probably no rays shorter than 380 pu can reach the retina. 
Conjunctival inflammation. from exposure to ultra-violet 
radiation generally subsides rapidly and is strictly com- 
parable to the inflammatory effect which such radiation has 
on the skin, 

The effect on the blood of exposure to ultra-violet rays 
has been studied by Koopman amongst others. He found 
the concentration of erythrocytes to be unchanged; the 


- leucocyte count at first increased, then fell; the lympho- 


cyte count became more permanently increased. Clark 
points out that this depends upon the wave-length. 
Rays of 400 to 300 uu cause leucopenia, rays of 300 to 
200 «x produce lymphocytosis. Balderry and Barkus found 
that exposure to ultra-violet rays increases the alkalinity 
of the blood, and thus runs parallel to the degree of pig- 
mentation. Pech has recently pointed out that there seems 
to be an antagonism between the red end and the violet 
end of the spectrum so far as the characteristic effects of 
ultra-violet radiation are concerned. If this is correct it 
tends to indicate that the source of the radiation should 
possess as little as possible of the red end, and suggests 
that the carbon lamp falls short of an ideal source. 


Evidence also has been advanced that exposure to ultra-. 


violet rays imcreases the metabolic rate, but the proof at 
present is incomplete. 

The most impressive and important observations are, 
however, in relation to the effects in such deficiency diseases 
as rickets, and it seems legitimate to assert definitely that 
such diseases may practically be cured thereby. And here 
we may also refer to the exalted resistance to disease which 
exposure to ultra-violet rays brings about, and which 
accounts for the beneficial effect of sun-ray treatment in 
such diseases as tuberculosis. 


Move or Action or Rays. 

At present we can do little. more than speculate on the 
mode of action of ultra-wolet radiation. It appears neces- 
sury to revise our views somewhat as to the functions of 
the skin, or at any rate its deeper layers (Malpighian 
layer). It has long been recognized to be a protective 
covering and a mechanism for the regulation of the tem- 
perature of the body. But in recent years evidence has 
been accumulating that it may possess other functions—- 
notably that of acting as a regulator of internal functions 
by means, perhaps, of secretions formed in its deeper 
layers. It may, indeed, play a direct part in the general 
metabolism of the animal body. 

In order to influence this possible cutaneous metabolism 
it is, of course, essential that any environmental stimulus 
should penetrate the external protective and indifferent 
lavers of the epidermis. It is conceivable that part of the 
advantage accruing from the old practice of blistering, or 
the application of mustard poultices, lay in the indirect 
stimulation of the deeper layers to appropriate secretory 
activity rather thaw in the excitation of superficial nerves 
which seems to be involved in the older explanations of 
the efficacy of ‘‘ counter-irritation.’’ The undeniable 
advantages of the effect of sunlight and the different forms 
of light-ray treatment seem most probably to depend upon 
certain radiations of sufficient penetrating power stirring 
up the activity of the Malpighian layer of the skin, and 
thus leading to an augmentation or modification of their 
processes. But evidence-has lately been adduced that some 
of the longer rays may actually penetrate into the dermis.' 


Tue Source or Untra-viotet Rapratio0n. 

I have been engaged now for some twelve years in 
studying the effects of radiations from different sources 
upon the body, particularly in different diseased conditions. 
In my experience the most potent rays are from metallic 
arcs in which titanium is the prevailing element. Titanium 
rays are rich in lines in the extreme ultra-violet, and are 
of great potency when applied to bacteria. There is a rich 
line spectrum also in the region of 300 yz. The richness of 
the bright lines in the ultra-violet region in the case of 
titanium radiation means considerable effect with short 
exposures. Three minutes’ exposure of the naked body 
may bring a tingle to the spine, and with repetition 
produces pigmentation. In the majority of cases two or 
more baths produce marked results. Patients who are 
mentally disturbed are benefited, and many forms of 
anaemia react to this ray treatment. Examination of the 
blood before, during, and after treatment has demon- 
strated in some cases a rapid return to a normal condition 
and to a permanent improvement. 

For the purpose of treatment a suitable apparatus has 
been designed to operate from one to twelve arcs, and 
applicable in either the standing or recumbent position. 

A comparison of the spectra from the titanium are with 
those from iron and carbon arcs makes it clear that the 
radiations from the titanium arc are very rich in rays of 
shorter wave-length. 

I have been greatly assisted by my technical colleague 
Mr. W. G. Moore, who has designed special apparatus and 
electrodes for the different. forms of treatment. 


CasEs. 
Of the many different kinds of cases I have had under 
treatment during recent years I will report some in which 
a diseased state left what is presumably chronic fibrosis. 


Case A.—A woman, aged 28, with chronic arthritis. At the age 
of 18, during a course of nursing, she develo rheumatic fever. 
She recovered and resumed duty, but would constantly have to 

off duty on account of pains in the wrists and ankles. 
CG ecutaciie she had to give up work in April, 1918. In September. 
1918, many joints became affected and greseuly got worse until 
November, 1920, when she went into Bath Hospital, remaini 
until February, 1921. In March, 1921, she had her tonsils removed. 
In April, 1921, she went into another hospital and had the legs, 
which were drawn up, put into plaster and straightened under 
an anaesthetic. No improvement followed. When this patient 
came to me she could only walk feebly with assistance, and suffered 
much pain. All her joints were swollen; there was complete 
fixation of knees, hips, and elbows; the ankles and wrists were 
also aff . It was decided at first to try and improve the knees, 
ankles, and wrists. For this the rays were applied ney age! for 
three minutes. After four days the rays were applied to the whole 
body and light massage given to the joints. At the end of a 
month the patient could walk and flex the knees. At the end 
of nine vouks she was able to walk well, going up and down- 
stairs, getting in and out of buses, etc. She is now at her home 
in the country doing household duties, and taking good walks. 

Case B.—A man d 75, was received as a case of “ arthritis ” 
dating from 1915; Be, on been confined to bed for eighteen months. 
On examination there was almost complete fixation of the knees 
and hips, and the tissues around felt He suffered almost 
continuous pain, could only stand for a few minutes and walk 
but a short distance. He had tried many kinds of electrical 
treatment without deriving benefit. The rays were applied focally 
to the base of the spine, hips, and knees every other day for two 
weeks, followed by light massage. They were then applied to the 
whole body in the hope of improving the general health. After 
two months there was a marked improvement, and at the present 
time the patient is free from pain and can walk a considerable 
distance. He expresses himself as feeling a differant man. 

Case C.—A doctor, aged 50, had suffered for years from 
Dupuytren’s contraction of the right forefinger, and had been 
advised that surgical intervention was the only remedy. The hand 
was ex d to intensive rays for periods of from four to five 
minutes. After ten treatments the tissues became softened and 
the finger could be straightened. The improvement is mainiained. 

Case D.—A woman, aged 30, had suffered with severe varicose 
veins of the legs, which had both been operated on. She was sent 
to me complaining of pain in the ankles which prevented walking 
and also kept her awake at ni ht. On examination both external 
ankles were found to be swollen and varicosed. Intensive rays 
were applied every other day for two weeks, after which the pain 
disappeared. The rays were then applied twice a week for a 
fortnight, and the condition further improved. The patient can 
now walk long distances, play golf, etc., without any discomfort. 

Case E.—A woman doctor, who had suffered for years with 


ilblai both feet, had endured much pain and could get 
ay ‘Focal radiation. was applied to the feet for periods of. 
three to five minutes twice a week. After ten treatments the 
chilblains disappeared, and although cold and wet weather pre- 
vailed she had rrence. 
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TETANUS CURED BY INTRATHECAL ANTITOXIN. 


- 


Case F.—A man, aged 57, with severe anaemia, diagnosed as 
robably pernicious. The blood count at the commencement of 
reaiment (September 23rd, 1924) was as follows: Red _ blood 
corpuscles 2,600,000, white rt agers 23,000, haemoglobin 46 ‘per 
cent. Counts taken at monthly intervals showed a gradual im- 
provement, and the last count, taken in April, 1925, showed a 
decrease of white blood corpuscles to 9,000 per cubic millimetre. 
The patient when last seen seemed practically normal. 


Another type is seen in the following case. 


Case G=—A man, aged 35, with neurasihenia of some years’ 
standing. He was melancholic, had lost his grip on life, and had 
to give + his work. He suffered from insomnia and loss cf 
memory. In this case the whole body was treated for three 
minutes every other day, gradually increased to four and a half 
minutes. There was marked improvement at the end of two 
weeks. At the end of a month he was able to take a fresh 
post, and I understand that he has not suffered since. 

_ These cases are only samples, and I feel convinced that 
titanium rays; used with discretion, are frequently of 
extraordinary value. When there is an obvious psycho- 
logical element in the diseased condition titanium rays are 
often of extreme value, but I believe that the improve- 
ment is out of all proportion to the mere ‘“ psychical 
appeal ”’ a course of treatment involves. 

At the present stage it has been decmed advisable to 
withhold treatment in certain cases, but the success attend- 
ing such a large percentage of those who do come under 
treatment seems to justify further strenucus investigation. 


- It may be pointed out that three to four’minutes’ exposure 


to the titanium rays is equal to many hours of the sun’s 
rays. Considerable caution is required in the selection of 
cases. At present phthisis in an advanced stage is one 
disease for which these rays should never be used. 

Among other forms of disease in which the results cf 
this treatment are highly encouraging are tuberculous 
wounds, septic and irritant conditions cf the skin, sciatica 
and lumbago, etc., but space will not allow me to deal with 
these in detail at the present time. 

I append some controlled laboratory observations on the 
bactericidal effects of titanium rays. I quote these as 
indicating the richness of the radiations in the extreme 
ultra-violet. 


“‘ Experiments were carried out with. the titanium rays as 
evolved in the apparatus used in the treatment of patients. Petri 
plate cultures were used, one series containing twenty-four-hours’ 
cultures of the test organism, and the other thickly sown with the 
respective test organisms an hour before the exposure. To avoid 
the temperature factor the rays were used openly, and not 
focused on the plates. The results were as follows: 

““ A. Pneumococci.—A twenty-four-hours’ culture on blood agar 
was exposed for five minutes to the rays. Some of the growth 
was then removed and inoculated into blood vgar tubes. No 

rowth of the —— was obtained after forty-eight hours’ 
incubation at 37°C. A similar plate not exposed, and kept as a 
control, gave rich subcultures under the same conditions of 
incubating. A blood agar plate thickly spread with a young 
culture of the pneumococcus was exposed to the rays for - five 
minutes and then incubated for forty-eight hours. No growth 
of organisms took place except at one margin where there was 
a fringe of colonies at the outer circumference of the medium. 
This was found to be due to the holder casting a shadow at the 
lower extreme edge of the plate, and so this area unavoidably 
escaped subjection to the rays. A control plate of pneumococci 
similarly spread and incubated yielded a rich growth of the 
organism. 

“ B. Streptococci.—A Streptococcus pyogenes plate showing 
iwenty-four-hours’ growth of the organism and exposed to the rays 
for five minutes was sterilized, no growth of the organism being 
obtained. The control plates gave rich growths. The newly 
spread plate of the streptococcus submitted to the rays showed 
no growth except at the extreme margin where shadow was 
unavoidable. The control plate Showed a rich growth under 
similar conditions of incubation. - 

“C. Typhoid.—A B. typhosus plate culture containing a confluent 
growth of twenty-four hours was sterilized b ve minutes’ 
exposure. Subcultures could not be obtained. The newly spread 
= of B.typhosus exposed ‘for five minutes gave no growth of the 

acilli except at the extreme margin where the thadow prevented 
exposure. ° e contro! plate showed a rich growth of B. typhosus. 
Anthrue.—A forty-eight-hours’ culture of B. anthracis 
showing spores was spread on agar plates and one of them given 
ten minutes’ exposure, the extra time being allowed to com- 
pensate for the-very resistant character of the spores of this 
organism. Aftér forty-eight hours’ incubation the exposed plates 
showed growth of the bacillus at the shadow margin and a very 
occasional colony towards mid-centre of the plate. The control 
plate showed rich confluent growth, and on comparison it was 
seen’ that the control plate contained at least 90 per cent. more 
growth than the exposed plate, not counting the colonies at the 
shadow margin, which it is fair to regard as an unexposed 
portion.” 4 


4 Macht, Bell, and ;dvers: Amer. Journ. Physiol., 1926, Ixxvi, p. 210. 


ADVANCED TETANUS CURED BY INTRATHECAL 
INJECTION OF ANTITOXIN. | 
BY 
BERTRAM MUIR, M.B., B.S., F.R.C.S., 


SURGICAL OFFICER TO K.M.A. MINES AND CHINESE GOVERNMENT RAILWAYS, 
TONGSHAN, NORTH CHINA. 


Tue prophylactic value of antitoxin was fully established 
during the war, but even at the end of it doubt was 
expressed as to its value in the treatment of the clinically 
declared disease. Permin and Faber,! quoting Danish 
statistics, give a mortality. of 79 per cent., the prognosis 
varying directly with the incubation period prior to develop- 
ment of the primary symptoms. Cases developing sym- 
ptoms in ten days or under from the primary trauma show 
a mortality of over 90 per cent. British cases in the war 
showed a mortality of 50 per cent., the common causes of 
death being cardiac failure and exhaustion. 

In considering the treatment of declared tetanus the 
pathology has to be taken into account. A combination has 
formed between the toxin and the motor nerve cells of the 
central nervous system, toxin is circulating in the blood, 
and is still being manufactured in the wound. 

Sherrington’s experiments on monkeys showed a 56 per 
cent. cure of experimentally established tetanus by intra- 
thecal injection of antitoxin. The early researches of 
Sicard? showed much quicker results in the time of onset 
of spasms by injecting tetanus toxins into the sub- 
arachnoid space than by the intravenous or subcutanecus 
routes. Hence, per contra, antitoxin administered intra- 
thecally should act more powerfully and quickly than by the 
other routes. 

The case about to be described illustrates the value of 
treating the various pathological phenomena of established 
tetanus by the intrathecal administration of powerful doses 
of antitoxin, by supporting the patient’s heart and general 
system during the muscular spasms, and by removing 
promptly the site of infection. 


A Chiiiese boy, aged 124, had his left leg crushed in its middle 
third by the wheel of a Chinese cart. A bad compound com- 
minuted fracture of both tibia and fibula was the result, and the 
native doctor was immediately called to attend. 

The child’s condition became poupreeeety worse, and on the 
ninth day following the accident he was brought to hospital. 
Below the seat of injury absolute dry gangrene had been _ estab- 
lished, and when the patient was lifted off the stretcher the lower 

art of the leg. fell off. There was no haemorrhage. The child 
fiad fever (102° F.) and a rapid pulse (120), and definite head 
retraction was present, with masseteric spasm and the typical 
risus sardonicus’’ of declared tetanus. 

In view of these facts I at first refu:ed 40 operate, but, on ihe 

leading of the parents, attempted what I regarded as a forlorn 


ope. 

The child was given morphine 1/6 grain, and put under open 
ether anaesthesia. A pint of intravenous saline was administered, 
and a rapid circular amputation performed at the seat of election, 
no attempt being made to suture flaps. Two premolar teeth were 
extracted with difficulty to permit easy feeding, and then a large 
intrathecal injection of antitoxin was administered. 

Arguing on the principle that the lumbar enlargement of the 
cord was the site of attack, the lumbar puncture needle was 
introduced through the eleventh dorsal intervertebral space, and 
about ‘15 ¢.cm. of cerebro-spinal fluid drained off; 20 c.cm. of 
standard antitoxin, representing 20,000 units, were then injected. 
The shoulders and pelvis of the patient were raised, in order to 
make the site of injection the most dependent part, for four 
minutes, and 4,000 antitoxin units were then administered :ub- 
cutaneously. 

On the next day typical opisthotonic and pleurothotonic spasms 
were present; the trismus was much worse, and there was consider- 
able rigidity of the rectus abdominis musc'es. The temperature 
was 101°, and the pulse 134. The wound was ene Apeey A 
further intrathecal injection at the same site, of 20, antitoxin 
units, was administered, and followed by 10,000 units subcutane- 
ously. Mouth-feeding with a tube and funnel was established, 
through the dental space previously prepared, and rectal] salines 
(10 ounces, with 5 per cent. glucose and 30 grains of potassium ~ 
bromide) were administered every four hours. 

On the third day the temperature was 100°, and the pulse 126; 
opisthotonos and trismus were present; 4,000 units were adminis- 
tered subcutaneously, and salines and tube feeding were 

On the fourth day the opisthotonos was very slight, but_trismus 
persisted. ‘The temperature was 99°, and the pulse 118; 4,000 units 
were again administered subcutaneously, and rectal and tube 
feeding continued. 

On the fifth day opisthotonos had practically disappeared, and 
there was a slight relaxation of the masseteric spasm. The child’s 
general condition was much better. 
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On the sixth day all spasm had practically disappeared, although 

e was some difficulty in swallowing, and tube feeding had to 
be continued. The masseteric spasm completely disappeared with 
the dysphagia ; the child made an uneventful convalescence, the 


stump healing by granulation; he left hospital on the twenty-. 


eighth day. 

This case illustrates how the energetic and persistent 
symptomatic treatment of an apparently hopeless case. of 
tetanus was rewarded. It appears to justify the claims 
made for the value of the intrathecal injection of antitoxin, 


and I consider that intrathecal injection at the anatomical | 


site of the anterior horn cells of the spinal cord, supplying 
the injured muscles which are the actual seat of ‘toxin 
manufacture in the wound, is all-important for its success. 
In this case the lumbar enlargement of the cord was 
fully impregnated with the antitoxin, and this appeared to 
be the successful factor in the case. 


?Permin and Faber: Communications de Ulnstitut Sero-Thérapique de 
VEtat Danvis. 


? Widal, Sicard, et Ravaut: Bull. Soc. Méd: idles Hép. de Paris, 1901. 


Memoranda : 


MEDICAL, SURGICAL, OBSTETRICAL. 


CARCINOMA OF THE THYMUS GLAND. 
A snort time ago I examined a man whe complained of 
gnawing, but not severe, pain in the region of the junc- 
tion of the cartilages of the eighth and ninth ribs on the 
right side. It appeared to be a case of intercostal neur- 
algia. There were no other symptoms so far as I could 
discover, 

Treatment was continued for six weeks, but did not 
relieve the pain, and there was increasing anaemia and 
some wasting. Later a ‘small triangular area of dullness 
with tubular breathing was detected behind, close to the 
spine, and I informed the relations that probably cancer 
vf the lung was developing, and was the cause of the 
symptom of severe pain in the region mentioned from 
pressure on the intercostal neryes. No expectoration. 

X-ray examination showed cloudiness and small dark 
areas over the lings. The radiologist suspected tuber- 
culosis, but it was obvious that the dark areas were due 
either to byssinosis—the patient was a collar cutter by 
profession and ran a small private factery of his own—or 
else that the areas were secondary deposits over the lungs. 
Irregular temperature, but not a daily one, developed, and, 
as was to be expected, pleural exudation took place. On 
scverai occasions large quantities of fluid were removed; 
microscopical examination of this gave negative results. 

As the relatives were always in doubt as to the cause of 
the illness, a post-mortem examination was allowed; this 
showed well marked massive cancer near the root of the 
right lung with secondary nodules in both lungs. On the 
right the growth was adherent to the dome of the dia- 
phragm, which was perforated, and there was a fan-shaped 
involvement of the liver. One possibility was that the 
‘arcinoma started from the mucous glands of the larger 
bronchi at the root of the lung, and that the secondary 
nodules arose along the lymphatic vessels surrounding the 
bronchi. The second and most likely supposition is that 
the cancer started in Hassall’s corpuscles in the only partly 
atrophied thymus gland. 

The microscopical report is as follows: ‘‘ The section 
shows a malignant new growth composed of irregular 
wmgular cells. It may be derived from a growth originating 
in Hassall’s corpuscles of the thymus, but further informa- 
tion about the history is desirable.” 

May I offer the suggestion to those who so ably work on 
the cancer problem that humanity may become susceptible 
to cancer when the thymus gland does not completely 
atrophy, but takes on an altered function, producing a 
blood plasma saturated with thymic juice, rendering the 
body thus susceptible to cancer organisms {?), and that 
any local source of irritation- which lowers the organ’s 
resistance allows cancer to originate and settle in that 
locality ? 


Ashford, Middlesex, 


Jonn Rew, M.D., D.P.H. 


A LARGE VESICO-URETHRO-VAGINAL CALCULUS. 
THE two reports en vaginal. caleuli published in-the 
by Lieut.-Colonel W. F. Brayne {January 2nd, 1926, p. 17) 
and by Mr. E. Farquhar Murray (February 6th, 1026, 
p. 238) prompt me to record the following case : 

A married woman, aged 52, was admitted to the Mansfield and 


er een Hospital under the care of Dr. Hunnard for imcontinence 
of urine. 

She stated that a year earlier she began to suffer from frequency 
and pain at the end of the act of micturition, but fearing that 
it might be a cancer she did not consult a doctor. The imter- 
mittent attacks of pain subsided to give ‘place to a 


rsistent 
aching. At first she had some control over micturition, 


t none 


was =F distressed on account of the bad smell emanating from 
her, an 


according to z-ray appearances, 


Mr. D. Greig, the curator of the. Museum.of the Royal College of 
Surg Edinburgh, to whom I sent the stone, considered it a 
rarity. At Dr. Hunnard’s request I performed a plastic operation 
under spinal anaesthesia, six weéks after the first. The patient 
mede an uneventful recovery. 


I am informed now, ‘after a year and a half, that she is 
in excellent health, and has full controi over micturitien, 
though she has slight frequency, having te empty the 
bladder every four hours, no doubt due to the fact that the 
bladder contracted during the time she had incontinence, 
and its capacity for holding the normal quantity of urine 
diminished. 

-I am much indebted to Dr. Hunnard for permission to _ 
publish this case. 
M. Sovrasxy, M.D.Leeds, F.R.C.8.Ed., 


London, W.1. Surgical Registrar, London Jewish Hospital. 


AN ALTERNATIVE TO CIRCUMCISION IN PHTMOSIS. 
AFTER many years in general practice, during the greater 
number of which I had a partner or employed an assistant, 
I was struck with the fact that not one of them knew that 
there was an alternative to circumcision in the treatment 
of phimosis. Therefore I infer that a good many ethers 
do not know it. It was taught me by my principal when 
I was an assistant in 1883. It is as follows. — . 
With strict antiseptic precautions, an ordinary silver 
probe is taken in the right hand and with the left hand 
the foreskin is drawn back as far as possible, the orifice 
being slightly stretched.. The probe is then insinuated 
between the glans and the foreskin, about the centre, and 
is coaxed back until the blunt point is seen or felt to have 
gone as far as the base of the glans. The probe is then 
gently worked laterally, first to one side and then to the 
other, so as to break down the adhesions between the 
mucous membrane of the glans and the prepuce. In doing 
this the point of the probe should be worked round as far . 
as the fraenum on either sigle, and in bringing it out care 
should be taken to break down the adhesions which sur- 
round the orifice of the prepuce. Some cases have very few 
adhesions, and the little operation is quite easy. When the 
adhesions are more extensive, it can always be managed 
with a little patience. When done successfully it should 
be possible for the foreskin to be drawn back to the 
base of the glans quite easily. The surfaces should then 
be cleansed with boric lotion and smeared with carbolized 
oil, and the foreskin drawn forward again. The nurse 
should be instructed to draw back the foreskin once or 
twice a day, to prevent it adhering again. On several 
occasions, owing to not having a good nurse to hold the 
baby, I have had to complete the operation at a second 
sitting, but have nearly always managed it at one. On one 
occasion I damaged the fraenum in bringing the probe 
round. There never appeared to be any redundancy of 
skin afterwards, at all events none to cause inconvenience. 
’ | have never come across a case in an infant which I 
could not manage easily. With one case in an older 


i I failed. 
D. W. Warrrrew, MRCS. 
‘Balsall -Common, ar. Coventry. 


or six mi wa Te! I he 
On vaginal examination a stone was seen projecting from the 
anterior wall of the regina, ——— in a large gap about two ; 
3 inches long and one i wide. The gap stopped short .of the 
Ravens external meatus of the urethra. Urine was continually dribblin 
: away from the upper part of the fistula. The stone was dani “i 
and she had very severe cystitis; repair of the fistula was not - 
attempted. The stone was white, smooth except at the top end, ? 
and more or less rounded. It weighed ounces, and measured Sy 
44 by 4 inches; its nucleus, 
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Reports of Societies, 
ABORTION : MEDICO-LEGAL AND. ETHICAL © 
A sornt meeting of the Medico-Legal Society and the 
Section of Obstetrics and Gynaecology of the Royal Society 
of Medicine was held on January 2lst to consider the 
medico-legal and ethical aspects of abortion. Sir ArTHuR 


CLavELL SALTER 
large attendance. 


The Medical View. 

Dr. J. S. Farrsarrn began by outlining, for the benefit 
of non-medical members of the audience, the medical causes 
for which abertion might be induced, including diseases 
peculiar to pregnancy on the one hand, and on the other 
diseases which pregnancy aggravated or which made it 
particularly dangerous.. In diabetes or kidney or heart 
disease there was general agreement that if the condition 


was serious and did not improve in spite of medical treat-. 
ment, abortion might be induced. - With regard to. tuber- 


culosis, certain forms of malnutrition, and certain nervous 
and mental states, there was divergence of opinion as to 


the advantages of terminating the pregnancy. In the case 


of women who had been insane in-a previous pregnancy, 


the usual rule was that, if a second: pregnancy followed 


soon, it should be terminated. On thie other hand, if there 
had been some ‘complication not likely to recur, such as 


excessive bleeding or septic infection, which was clearly, 
the provoking. cause of the mental diserder, it was usual. 


to allow the pregnancy to .continue:. commonest 
reason, especially in hospital; for interféring with preg- 
nancy was that some damage had already occurred; in 
that case the treatment was not the induction of abortion, 
but the completion of an abortion already started. The 
original principle that guided the profession was that in- 
duction was lawful only if the woman’s life was endan- 
gered by the pregnancy, but this had been rightly extended 


to include cases in which serious or permanent damage to. 


health might result. During the last twenty-five years 
there had been an increasing extension of the practice, 
and many in the profession acted on the supposition that it 
was not unlawful to take into consideration other than 
purely medical factors, including social, economic, and 
eugenic reasons. The present meeting arose out of a dis- 
cussion at the British Medical Association Annual Meeting 
in Nottingham (British Mepicat Journat, August 7th, 
1926, p: 237), and Dr. Fairbairn drew attention to a case 
cited by the opener of that discussion—the case of a 
barrister and his wife who took the view that, ‘‘ the pro- 
spective baby being theirs, it was their own affair whether 
they allowed their work. to be completed or not ’’—as an 
instance of the casuistical arguments sometimes employed. 
The pregnancy was terminated in that case, on the ground 


that rapidly recurring pregnancies affected the mother’s 


health, but within six months pregnancy happened again, 
and this time interference was refused, but the couple went 
to another doctor who was more pliable. The rule might 
be inferred ‘‘ one abortion per patient,’’ but it did not 
work, for what happened was ‘“‘ one abortion per patient 
per doctor ’’ ! The effect of the spread of loose views was 
to produce a vicious circle, for as the public learned that 
abortion could be easily’ procured under the guise of 
medical indications, each individual failed to see why her 
medical attendant. should hesitate:.in her case, and thus 
pressure was put upon doctors. - The causes of a lowered 
professional standard were the greater safety and more 


frequent resort to operative procedure through medicine, 


the effect of the attitude of the general public on the 
profession (the ethical standard had been greatly lowered 
from the same causes which had given an impetus to the 
conception-control movement), and the changed social con- 
ditions which made women more liable to depression and 
nervous exhaustion under. the strain of child-bearing. He 
advocated that none other than purely medical considera- 
tions should be allowed to weigh, and dissented from the 
“‘ hopelessly inverted’ statement of the position by the 
opener of the discussion at Nottingham that ‘It is an 


(Mr. Justice Salter) presided over a very 


~ 


_ the only recourse, 


‘the offender was liable. 


ethical question of Agra interest to what extent we as 
doctors have the right to insist that a woman shall pass 
through an ordeal which she is unwilling to face, even if: 
we do not think that she will sustain any permanent 
injury from so doing.” It was not a question of ‘‘ the 
right to insist,’”’ it was a question whether there was any 
right to interfere with normal pregnancy. This matter. 
should be thought out in terms of hospital rather than 
of private practice. The private practitioner was more 
directly under the influence of his patients and _ their. 
relatives; in hospital factors other than medical did not 


-weigh, and unless her condition was very urgent the 


patient was kept under observation and treatment until 
it was seen that all other measures of relief had failed 
before abortion was induced, Abortion-mongering was but 
infanticide anticipated by a few months. Perhaps it was 
too much to expect the populace to think the non-sentient 
embryo of much account, but medical men knew that the 
little heart was beating very soon after the patient was 
aware that. she was pregnant. The Soviet Republic of. 
Russia had legalized abortion (British Mepicat Journat, 
October 30th, 1926, p. 802), and the spread of loose views 


_in the profession regarding its responsibility must tend 
. towards a similar state of affairs in this country. Medical 
indications alone should be considered in deciding on the 


induction of abortion; such indications should be. defined 
as those clearly involving danger.to life or health of mother 
or damage to the pregnancy sufficient to interfere with 


‘its future development, and the onus of proof should rest 
‘on the practitioners concerned. In border-line cases obser- 
_ vation of the. patient away from home and failure of other. 


methods of, treatment should have proved abortion to be 


Eegal and Ethical Aspects. 
Lord Rippe.tt summarized the law relating te abortion. 
The legal position might be stated as follows: if the mother 
died in consequence of an illegal operation the person per- 
forming it might be charged with murder or manslaughter, 
but these offences could not be committed with respect to a 


_child in the mother’s womb, as the child was not in rerum 


natura. If, however, the child was born alive and subs 
sequently died owing to injuries received en ventre sa mere, 
In Russell on Crimes acts were 
described as lawful which were done in the course of proper 
treatment and in the interest of the life or health of the 
mother. Midwifery by Ten Teachers stated that operations 
of. this kind were confined to cases in which the life of 
the mother would be endangered or her health likely to 
be permanently damaged by the continuation of the 
pregnancy. Lord Riddell thought the word “‘ permanent ”* 
inaccurate. Induction was not only justifiable, but a duty 
when the pregnancy indicated grave danger to the mother’s 
health, whether the result was likely to be permanent or 
not. -But it was not justified for the purpose of avoidin 

the minor risks of pregnancy. .The practitioner must no 

be influenced by the appeals of the patient or her relatives 


‘to relieve her of these ordinary risks and discomforts, nor 


by economic considerations. in the case, nor by his com- 
passion for a woman in a distressing situation. He must 
remember, however, that the mother’s life must never be 
sacrificed for the unborn child, even though she be suffering 
from incurable disease; on the other hand, the possibilit 

of diseased offspring was no indication for abortion. It 
could not be denied that there were practitioners ready 
to seize on any reason to justify abortion when desired by 
the patient, and offences could not be readily detected in 
the case of a married woman attended by two medical men, 
The practitioner dealing with a pregnant unmarried woman 
was faced with a problem of great difficulty. If he pro- 
cured ‘abortion his: motives were open to question; if he 
failed to do what was necessary to preserve the life or 
health of his patient he was liable to grave moral con- 
demnation and possibly legal consequences. The practi- 
tioner should always act openly, and seek the support of 
a second opinion, and if his motives were right he had little 
to fear. The patient, however, should not be prejudiced by, 
her medical adviser’s conscientious scruples. If the practi- 
tioner thought ‘abortion necessary, and therefore legally 
justifiable, but his conscience would not allow him to pro- 
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cure it, the patient should be made to understand that 
she was being attended by a doctor whose convictions she 
might or might not share. Lord Riddell sketched >the 
history of abortion from pagan times, and said that the 
doctrine that the mother was to be sacrificed or risked for 
the benefit of the unborn child was a relic of the Dark Ages 
and was biologically unsound. A point to be noted was 
that even the Roman Catholic Church discriminated 
between early and late abortion. The decretal cf 
Gregory IX (1244) defined abortion as homicide if the 
child had quickened, otherwise not. ; 


Border-line Cases. 
Dr. H. Russet, AnpREws, taking the place of Dr. Watts 
Eden, who was unable to attend, thought that Dr. Fairbairn 
was going too far when he suggested that the profession in 
any general way had given up the former definite indica- 
tions for the induction of abortion. If not, he could only 
think that Dr. Fairbairn associated with a laxer type of 
general practitioner than he did himself. Some cases which 
came to the consultant were easily dealt with, and after 
investigation a common-sense talk with husband and wife 
convinced them that the pregnancy ought not to be inter- 
rupted. At the other end of the scale were cases in which 
there could hardly be any difference of opinion that con- 
tinuation of the pregnancy was fraught with danger to life 
or possible impairment of health. It was the border-line 
cases which gave anxiety, and personally he had often had 
a cowardly wish that the patient’s medical adviser had 
chosen some other consultant. The medical man must 
sympathize with the tired, exhausted, anxious patient who 
felt that she could not face the ordeal of many months’ 
disability and ill health, but he realized that he must not 
allow his judgement to be swayed by sympathy alone, and 
looked for some definite peg on which to hang his decision 
one way or the other. The condition was often complicated 
by what was actually an obsession or fixed idea in the mind 
of both husband and wife, based on advice given some 
months or years before, by one or more doctors, that there 
must not be another pregnancy. On two or three occasions, 
when he thought that this advice had been given lightly 
and on insufficient grounds, and remarked that there was 
a great difference between advising against another preg- 
nancy and destroying life, he was met with the retort that 
there would not be much difference if only doctors would 
be more logical. It was impossible to lay down hard and 
fast rules for the conduct of border-line cases; each case 
must be judged on its merits. Dr. Andrews then described 
in detail two cases in which he had been consulted during 
the last few months, and in which he had felt justified in 
advising induction. 


Criminal and Non-criminal Abortion. 

Sir Travers Humpureys said that from his point of view 
the subject was divided into two parts: criminal and non- 
criminal abortion. By the latter he meant the steps which 
were taken by a qualified man to get rid of a condition in 
his patient which he was satisfied, on medical grounds 
alone, was dangerous to the patient’s life or health. With 
that the law had no concern whatever. It might be that 
the patient asked a medical man to induce abortion because, 
for example, she feared social disgrace or for other non- 
medical reasons. These might form matters for advice to 
the patient so long as she was not in the condition of 
pregnancy, but in considering the induction of abortion 
he was not entitled to let anything weigh with him except 
the health of his patient—her medical welfare as distinct 
from her social or economic welfare. To say that a medical 
man would fortify his view by ‘obtaining the best opinion 
he could, and that he would not interfere with the ordinary 
course of nature except for the gravest reasons, was only 
to say that he would do what a doctor would do in any 
case involving grave issues. Criminal abortion in this 


country was recognized as a very serious crime, and in the 
United States, France, and Belgium the law was similar 
to our own. In the Belgian penal code there was a pro- 
vision that any person who caused abortion, even without 
desire to do so, by violence, or, as we should say, by ill 
treatment, was liable to extreme punishment. Those who 
studied French journals might be disposed to’ dowbt whether 


in France the practice of abortion was regarded with quite 
as much distaste as it was by French law, but the mere 
fact, if it was a fact, that a certain number of people 
disregarded the law did not alter the law. It must be the 
law in every civilized country that criminal abortion was 
regarded in a very serious light, and the fact that abortion 
was legalized in Soviet Russia did not alter the case, because 
he was speaking of civilized countries. The induction of 
abortion, at all events by any other than the most highly 
qualified and.skilful person, was fraught with the gravest 
possible danger to the woman. No doubt the increasing 
prevalence of the crime of abortion in this country was 
due to the widespread belief that abortion, at least in the 
early stages of pregnancy, was without risk; but he had 
heard Sir Bernard Spilsbury combat that idea in the 
witness-box, and say that there was no such thing as safe 
procurement, even in the early stage. He hoped medical 
men would impress that fact upon any of their patients 
who might be under misapprehensions on the subject. 


General Discussion. 

Dr. Hatimay SuTHERLAND referred to the effect of tuber- 
culosis upon pregnancy. It had no constant influence. 
Women, even in advanced stages of the disease, had brought 
forth healthy children at full time. There were cases in 
which the onset of pregnancy was associated with increased 
severity of the disease, but others in which it was associated 
with amelioration. He quoted figures from the Stockholm 
maternity clinic which showed that actually the pregnant 
tuberculous woman had a rather better expectation of life 
than the non-pregnant tuberculous woman. He did not 
doubt that a very early diagnosis of tuberculosis might 
be of considerable value to those who desired to arrange 
an ‘f irreproachable ’’ abortion for non-medical reasons, but 
he hoped that as a result of the present discussion the 
medical sanctions for abortion, so far from being extended, 
would be curtailed. Every advance in medical. treatment 
must reduce the occasions on which danger to life or health 
might be cited in defence of that which was, at best, an 
act of despair, and at worst a crime akin to murder. If 
any section of the profession were carried away on the wave 
of criminal sentimentality passing over the country be 
would suggest that their activities might be checked by 
making abortion compulsorily notifiable. 

Kart Russet said that, in view of the existing law, 
it struck him as curious that from some of the cases quoted 
on the medical side the practice of gynaecologists should 
have been extended to a degree which went far beyond the 
narrow consideration of risk to life or health, and amounted 
in many cases to relieving the patient from a very incon- 
venient and unpleasant time. It showed how doctors, as 
he had always maintained, were the high priests of modern 
civilization and were above the law. The doctors declared 
in their gynaecological discussions what it was right to do 
in cases of this sort, and Sir Travers Humphreys said 
that there was no appeal to a legal tribunal. Sir Travers 
said that the sole thing they had to consider ‘was the 
interest of the patient. If that was the case, surely one 
would apply to the question of removing a foetus the same 
tests and considerations as one would apply to the removal 
of any tumour. All operations were dangerous, and Sir 
Travers had stressed the dangers of abortion. But in 
these cases of very dangerous operation the choice was 
generally left to the patient. The ethical view, as stated 
by Dr. Fairbairn, given the present state of our law, was 
perfectly correct and unassailable, but the ultimate ethical 
law was not necessarily that embodied on the statute book, 
and he was inclined to take the German view which Lord 
Riddell had quoted, in which it was insisted that the foetus 
was not yet an independent human being, and that every 
woman, by virtue of the right over her own body, was 
entitled to decide whether it should become one. In a 
matter of this sort the mother, and the mother alone, 
ought to be the arbiter. What was at present on the 
statute book was there on religious grounds, and probably 
could be defended on those grounds, but there was no 
justification for imposing those grounds. on others. Great 
efforts were being made for the preservation of child life, 
and he would be the first to recognize the undoubted moral 
duty of the mother to do the best she could for the child 
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that was to be born, but that did not affect his view that 
the mother should be mistress of the situation, and the 
State, unless it said that deliberately it took a certain 
course for reasons of population and the like, had really 
no abstract right to deal with the matter. That was not 
the existing law, but it was his view of the fundamental 
ethics. 

Professor Loviss McIitroy agreed with most of what Dr. 
Fairbairn had said. She held also that when any abortion 
took place it ought to be notified to the State, just as was 
a stillbirth or a live birth. She knew that it was easy for 
those of them who were specialists in a large city to take 
a high ethical view, but it was not so easy for the struggling 
practitioner in his district when perhaps a patient of means 
and influence wanted him to take this course. He was 
inclined in such circumstances to look about for some 
medical excuse for performing abortion, knowing that if he 
refused she might be the imeans of greatly injuring his 
practice. It had been said that this was a woman’s 
question, but the question whether pregnancy should be 
terminated was a moral question which affected both sexes 
equally. She. greatly resented the assumption of some 
patients that they could go to the consulting room and 
lay down to their dector a line of treatment in much the 
same spirit as they would approach the bargain counter. 
She was sure she was speaking for cther members of her 
speciaity when she said that none of them looked upon the 
induction of zbortion as anything but homicide. As time 
went cn, and methods of treatment improved, abortion would 
‘be regarded as a confession of failure, and would be prac- 
tisel less and less by gynaecologists. In one aspect, how- 
ever, it was a women’s questiou—namely, in the cases of 
piegnancy following rape. There she would like to have 
legal permission to prevent. continuation of the pregnancy, 
fer she saw no rezson why the woman should suffer it. 

Dr. F. J. McCaxn said that an extraordinary wave of 
abortion-mongering had proceeded over Europe since the 
war. Bills were now tabled in the German, Austrian, and 
Swiss parliaments seeking to legalize abortion during the 
first three months. He was one of those who held that 
there was no ethical reason for procuring abortion. Unless 
strong opposition were taken to the first ethical loophole 
being made it would be disastrous to the country. The 
reason why abortion was spreading was because it was 
‘believed that in the early stages there was no life and that 
abortion in those stages was free from risk. It could not 
be too widely known by the-public that there was life from 
conception onwards, and that there was grave danger from 
abortion even in the most. skilled hands. He had seen 
danger arise from merely dilating the neck of the womb 
without the necessity of emptying it. He was inclined to 
criticize the lawyers for certain legal confusions. Thirty 
years ago the Royal College of Physicians took counsel’s 
opinion, which was that the law did not forbid the pro- 
curement of abortion during. pregnancy or the destruction 
of the child. during labour. where such procurement or 
destruction was necessary to save the mother’s life. It was 
on that pronouncement that many of them had acted ever 
since. But there were some peculiarities about the law. 
One, for example, was that, whether the woman was really 
pregnant or not, an attempt made by another person with 
the idea.of procuring abortion was a crime, but if the 
woman made the attempt herself she committed a crime 
only if she was pregnant. 

Dr. Marie Srorrs protested against Dr. Fairbairn’s 
statement that the movement for ‘‘ constructive birth con- 
trol’ tended to produce a slackening of moral fibre. The 
ethics of abortion had not been touched by any speaker in 
a fundamental way. Everybody had spoken as if this was 
an exceptional condition in which a patient came to a 
medical man, and, if he refused to do what she wanted, 
there was: no. more to be said. Put abortion was going on 
all over the country, by other than medical practitioners, 
in an open and barefuced manner. Thousands of persons 
assumed that it was the most natural thing, involving no 
legal or other consequerces. She protested strongly against 
the sale of abortifacients, some of them under her own 
name, in shops not faz from Wimpole Strect. She had been 
to Scotland Yard on the subject, and was told that she 
had no protection. The law on the subject was so feeble 


that it could be defied by the participators in this shames 
less trade, who apparently could use any name they pleased 
in connexion with their abortifacients, and the person 
concerned had no redress. 

Dr. Beresrorp KinGsrorp supported the view taken by 
Earl Russell that in fundamental ethics the mother should 
be the mistress of the situation. It depriving the com- 
munity of potential citizens was really the offence, what 
about the sale of contraceptive appliances? If abortion 
prevented the State from having hundreds of future 
citizens, these appliances—as to which he expressed no 
opinion—prevented it from having thousands, perhaps 
handreds of thousands. But the fact was that the country 
was getting more children than it needed. It did not need 
them in peace, because it had more people than it could 
employ; nor in war, because it had been shown that true 
reliance in war was not upon a C3 population, but upon 
the united voluntary effort of the King’s dominions, 

Sir Bernarp Srizspury said that biologically the indi- 
vidual must be regarded as starting life from the moment 
of conception, The fact of birth was a mere incident in 
the life of an individual. Regarded from that point of 
view, the only sanction for abortion that could be recog- 
nized was that the life or health of the mother was 
seriously endangered by pregnancy. Legally the destruction 
of the foetus in utero was not murder, but morally it 
certainly was unless there was justification for terminating 
the pregnancy prematurely owing to danger to the mother 
from its continuance. There could be no question that 
abortion was extremely rife Probably the cases that came 
into court were only a small proportion of those in which 
abortion was procured, and the proportion that came into 
court was lower than it was a quarter of a century ago, 
partly because the skill of the professional abortionist had 
increased of recent years. 

Dr. ArcH1BALD Donatp deprecated the view that this was 
purely a question for the mother—apparently not even for 
the father. He owed a great deal to the sex, but in these 
matters he was bound to say that many women seemed to 
have no moral sense whatever. With regard to medical 
reasons for inducing abortion, the cases of the kind with 
which he had been concerned had been, as to the great 
majority, cases of excessive vomiting of pregnancy; in 
other cases the patients were seriously ill from heart 
trouble or uraemia or such conditions. It would be a 
great disaster if the medical profession departed from its 
traditions in this matter. 


Mr. Justice Salter’s Summing Up. 

The CuarrMan said that, looking at this question in the 
precise—he would not say pedantic—manner to which 
lawyers were accustomed, it seemed to him to narrow down 
to this: what was and what ought to be the law with 
regard to artificially procuring abortion? Every doctor 
desired to be within the law, and desired the Jaw to be 
so framed that his duties as a citizen might never conflict 
with the duties of his profession. Taylor, in his Medical 
Jurisprudence, had a section headed ‘ Justifiable abor- 
tion,’? but laid it down that there was no such thing as 
abortion justified in law, and the editor of the latest 
edition of that work had retained that opinion. It scemed 
to him (the learned judge) to be at least arguable that 
the Legislature, in forbidding the unlawful use of instru- 
ments or drugs, implied that there was such a thing as 
lawful use. Dr. Fairbairn’s position was that either the 
law allowed, or should be amended to allow, abortion in 
every caso where, after all due examination, delay, and 
inquiry, it was the considered opinion of the medical man 
that abortion was absolutely necessary to save the life of 
the mother or to prevent grave, possibly permanent, injury 
to her health. The mother’s life, certainly; the mother’s 
health, in the grave sense of the word, yes; and there was 
a third class where it was a question of the future health 
of the child. Suppose it became clear during the pregnancy 
that one or other parent was afflicted with some disease 
very commonly inherited, would there be medical justifica- 
tion for abortion? He would regard that as a very difficult 


case indeed. Then there were non-medical cases in whiche 


it was sought to justify abortion on such grounds as that 
the child would be unwelcome or expensive, that pregnancy 
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would interfere with the mother’s social amusements, thai 
abortion would be a means of avoiding disgrace and 
exposure, or—stronger in its appeal than any of these— 
that the unfortunate woman had been the victim of rape. 
‘Two speakers had urged that the prospective mother was 
the mistress of the situation. He certainly agreed that she 
should have more say than anyone else, but if he might 
put into blunter English the contention of those speakers 
it was that abortion should be lawful in any case in which 
the mother desired it or even consented to it. That seemed 
to him to go rather far. Here was a living thing, 
approaching the moment of birth, having in many senses 
a separate existence already, and the mother was to be at 
liberty, if she pleased, te have its life ended! After it was 
born was she still to have that right, and, if not, why not? 
The ethics of this question could not be considered without 
bearing in mind the close connexion which there always 
was between abortion and infanticide. In the later pagan 
era there was an enormous traffic in the “ exposure ”’ of 


unwanted children, who were taken by speculators. and 


reared as slaves or prostitutes. He had been impressed 
by a phrase used by Professor McIlroy, that abortion was 
homicide, and justifiable abortion was justifiable homicide. 
If abortion were ever sanctioned outside the medical area— 
in the interest of eugenics, for example, or for economic, 
social, or personal reasons—he would have great fear that 
within the medical area there would arise a large class of 
pliant doctors who would be very easily persuaded that 
there were sufficient medical reasons in a given case. And 
in this matter, as in so many others, it would be all to 
the advantage of the rich, while the poor would find it 
more difficult to get a favourable ‘ opinion.’’ Some 
speakers had boggled at the idea of many abortions on 
But if one, why not many? He believed 
that if it were ever proposed to extend the liberty of 
abortion outside very strictly recognized and _ limited 
medical grounds those who proposed such a change would 
find themselves up against an enormously powerful body of 
public opinion—a body rather inarticulate, perhaps, .and 


influenced rather by atavistic ideas, but none the !ess ° 


powerful. One of the most striking features of the early 
Christian Church was its attitude towards abortion, which 
in the later pagan era had been practised enormously, and 
was regarded in the light of a venial wrong, much as sexual 
excess was regarded. The attitude of the infant Church 
was from the first uncompromising, and never wavered, and 
he was certain that if it were ever proposed to extend the 
liberty of abortion that spirit of unswerving opposition 
would rise again. The discussion had revealed the great 
difficulty and delicacy of the question, and certainly its 
profound importance, and it had been a great satisfaction 
to him to take the chair. 


GASTRIC AND DUODENAL ULCER. 

Ar a meeting of the Section of Surgery of the Royal 
Society of Medicine on January 19th, with Mr. Warren 
Low in the chair, Professor J. M. T. Frxxey of Baltimore, 
U.S.A., gave an address on gastric and duodenal ulcer 
which was very comprehensive and included abundant 
references to the literature of the subject. At the end of 
the lecture he showed a series of diagrams and sketches 
through the epidiascope illustrating the operations of 
Billroth, Mikulicz, and others, and, in greater detail, his 
own technique in the operation of pyloroplasty. 

Professor Finney discussed the several theories which 
had been advanced to account for the formation of ulcer; 
one of the first was the inflammatory theory advocated by 
Abercrombie. It was true that various degrees of gastritis 
were frequently found in conjunction with chronic ulcer, 
bus there was no basis for assuming that these might be 
the cause rather than the effect of ulceration. In the 
neurogenic theory disturbance of the nerve supply of the 
stomach had been held to explain the various conditions 
associated with ulcer. Many authors had written on this 


subject, but so far the results had been of little value 
either in pathology or treatment. In favour of the circu- 
latory object of chronic ulcer was the fact that the parts 
of the stomach from which the circulation had been shut 


off were subject to the action of digestion, and there were 
other circumstances which suggested a circulatory cause. 
On the other hand, the infrequency of demonstrable 
changes in the blood vessels around the ulcer, and the 
fact that ulcers ‘commonly occurred at an earlier age than 
was usual for arterial disease to manifest itself, might be 
regarded as evidence against the theory. The idea that 
gastric ulcer started from a diseased condition of the blood 
vessels depended on the findings in a comparatively small 
group of cases. Gastvic ulcer had been recorded in asso- 
ciation with most of the diseases to which the blood vessels 
were subject, but in the majority of cases of gastric ulcer 
no changes were found in the blood vessels except those 
secondary to the ulcer. The bacterial theory of gastric 
ulcer origin had its advocates, and many bacteria had been 
described as the causal agent of ulcer, but for the most 
part the bacterial condition might also be considered as 
secondary. One worker at the Mayo Clinic had called atten- 
tion to the localized infection of the mucous membrane by 
streptococci. There remained the digestive theory, but it 
was now generally believed that the gastric juice had 
little or no part in the beginning of the ulceration, and it 
had also been shown that when there was initial injury, 
this and the subsequent digestive action together, if un- 
accompanied by the continuance of the underlying cause, 
whatever that might be, were insufficient to -prevent 
healing. The characteristic appearance of stomach ulcer 
was probably due, not to a specific cause, but to the action 
of the gastric juice, which kept clean the base and edges of 
the ulcer. The clean base and edges justified no conclusion 
as to the cause of the ulcer. Altogether, peptic ulcers 
probably originated from various causes acting on favour- 
able tissue, and that was all that could be-said at present. - 
The multiplicity of methods whereby acute ulcers might 
be experimentally produced had tended to clear rather 
than to obscure this problem. | 

The malignant transformation of ulcers had been first 
suggested by Cruveilhier- in 1839. The surgeon’s treat- 
ment of ulcer must be profoundly influenced by his opinion 
as to the proportion of cases in which ulcer of the stomach 
might be the origin of carcinoma. If he believed that over 
59 per cent. of gastric ulcers went on to carcinoma he was 
bound to advocate more radical procedure than if he 
believed the proportion .to be less than 5 per cent., and ‘it 
was between even wider limits than these that the estimates 
ranged. While the tendency towards carcinoma was 
generally recognized, ‘the criteria on which opinions were 
based as to the likelihood of this development varied. 
widely, and it was of obvious importance that these criteria 
should be standardized as far as possible. Professor Finney 
gave statistics to show the wide variation in numbers by 
different observers, and quoted with approval the more 
conservative estimates of Ewing, adding that there was 
no reason to believe that carcinomatous transformation 
occurred in more than 10 per cent., or at most 15 per cent., 
of gastric ulcers. The operating surgeon should be able 
to classify lesions which really fell into the two groups, 
simple ulcers and ulcerating carcinoma. If a surgeon 
was unable to differentiate these, which now and then 
happened, and if in addition he believed that 50 per cent. 
or more ulcers would go on to be carcinomatous, he would 
be consistently radical in his procedures; but if he was able 
to distinguish between these two he would have little 
hesitation in treating simple ulcers conservatively. Pro- 
fessor Finney thought that about 85 per cent. of all cases 
might be recognized without microscopical aid as benign. 
Of the remaining 15 per cent., on microscopical examina- 
tion about 5 per cent. would be found utterly benign, 
another 5 per cent. would present recognizable carcinoma, 
while the remaining 5 per cent. would require micro- 
scopical study of serial sections tv enable their true 
character to be ascertained, which even then could not 
always be done. His experience was that where the 
surgeon was in doubt the pathologist was still more un- 
certain, though this was no reproach to the pathologist. 
In these doubtful cases of stomach ulcer, as in doubtful 
tumours of the breast, the more common error was to call 
a benign condition malignant than to call a malignant 
condition benign. 


ad - 
on. 
by 
Id 
on 
ire 
no | 
ps 
ry 
ed 
ud 
ue : 
on 
di- 
nat 
in 
of 
og- 
vas 
ion 
it 
ing | 
her | 
hat 
‘me | 
ich 
nto 
Zo, 
had 
was 
for 
nese 
1 to 
vith 
reat 4 
in 
eart 
e 
1 its 
»etor 
o be 
flict 
dical 
abor- 
| 4 


192 Jan. 29, 1927) 


CHRONIC NON-TUBERCULOUS INFECTION OF THE LUNGS. 


Baitise 


Jovayab 


—— 


Professor Finney, passing to treatment, said that the 
operations usually performed for ulcer might be considered 
as either conservative or radical. The conservative might 
be subdivided into (1) procedures directed towards local 
excision, cauterization, and suture of the ulcer; (2) local 
excision plus gastro-duodenostomy or pyloroplasty; (3) the 
latter procedures alone. The radical operation was devoted 
to extirpating not only the ulcer but the ulcer-bearing area 
of the stomach. The surgeon must be guided by the condi- 
tions found in the individual case in deciding on the 
character of the operation, bearing in mind, as the three 
main considerations, the importance of removing the ulcer- 
bearing area of the stomach, the efficacy of reduction of 
gastric acidity by a large resection, and the possibility of 
carcinomatous transformation. Those three points decided 
for or against a wide resection, Previous to any surgical 
operation there should be a period of preparation, unless 
the operation was one of emergency. He prepared his 
patients according to a regular routine, and in patients so 
prepared infection was reduced to a negative quantity. 
Pre-operative and post-operative care was of the utmost 
importance in stomach cases; the latter was always, in his 
experience, carried on in conjunction with the family 
practitioner. One of the important parts in the prepara- 
tion was to instruct the patient to practise antiseptic 
tooth-cleansing and rinsing of the mouth for several days 
previous to. operation. The patient was kept on sterile 
food, and repeated observation by various authors showed 
that the acid stomach would sterilize itself under these 
conditions in approximately forty-eight hours. .This rule 
did not apply in cases of carcinoma of the stomach walls. 
Transfusions were given if the haemoglobin percentage was 


under 60. The points for the surgeon to bear in mind_ 


were meticulous attention to detail, complete asepsis, and 
the gentle handling of the tissues. Each surgeon had his 
favourite operation, and this was unfortunate, for he 
was therefore liable to practise it when, in the circum- 
stances of the case, some other operation was preferable. 
Professor Finney, summarizing his conclusions, said that 


‘since the cause of ulcer was unknown, and its presence was | - 


‘undoubtedly a menace to the comfort and happiness, and 


possibly even the life, of the patient, it would appear that | ° 


resection of the ulcer; where practicable, was indicated in 
cases in which it had failed to yield to good medical treat- 
ment. No surgical procedure of any kind should be per- 
formed on the. stomach without previous consultation with 
a competent physician. 
guarantee non-recurrence, though, if the resection was 


thorough, recurrence was very rare. That form of surgical | 
procedure which least disturbed the normal physiological. 


relations of the stomach and intestine, other things being 
equal, should be the operation of choice. Pyloroplasty or 
gastro-duodenostomy, associated where . 
tion of the ulcer, would appear to 
particular method must be determined by the conditions 
found present at the operation. The acceptance of this 
proposition would relegate to the second or third place the 
procedures of gastro-enterostomy and extensive gastric 
resection, In his own case the best results, both immediate 
and late, had been secured by pyloroplasty or gastro- 
duodenostomy where this was possible. Gastro-enterostomy 
should be regarded as an operation of necessity, never as an 
operation of choice. Nor was he convinced that the sacrifice 
of large portions of the stomach wall, in view of the vital 
nature of this structure, was either indicated or justifiable 
as a routine procedure for simple ulcer. In the presence 
of malignant disease, of course, the most radical procedure 
was the most conservative, but the same rule did not 
hold in the case of benign conditions. ‘ 

. Sir AntHony Bow expressed to Professor Finney the 
appreciation of the Section, remarking that it might 
almost be thought that Professor Finney was a specialist 
in this particular branch of the subject, but, in fact, his 
knowledge of every other branch of general surgery was 
equally thorough. As chief medical adviser to the American 
army in the war he had done much to promote harmonious 
working together of British and American surgeons. Sir 
James Berry, seconding the vote of thanks, expressed 
the pleasure taken by the Royal Society of Medicine in 


Resection of the ulcer did not. 


ssible with resec- | 
preferable. The 


welcoming a great American surgeon. Sir GrorcE 
Maxrys associated himself with the tribute, and strongly - 
approved Professor Finney’s endorsement of the rule, 
which had fallen more or less into abeyanee, that tho — 
surgeon should act in close co-operation with his medical | 
colleagues. 

Dr. J. L. Jona (Melbourne) mentioned experiments which ° 
had driven him to the conclusion that one of the points in 
the pathogenesis of gastric and duodenal ulcer was, not 
hyperacidity, but the absence or diminution of the normal 
pancreatic juice. Mr. (Leeds) agreed as 
to the advantages of gastro-duodenostomy over gastro- 
enterostomy. Out of 200 cases in which the former opera- 
tion had been practised, in only nine had he failed to 
mobilize the duodenum, and the nine included four in 
which the adhesions were so marked that he thought it 
was not advisable to disturb them. The mortality was the 
same as with gastro-enterostomy, and the outlook appeared — 
to be much better, for patients on whom gastro-enterostomy 
had been performed commonly suffered a certain amount of 
disturbance afterwards. Mr. F. A. G. Jeans (Liverpool) 
held that chronic ulceration, however long it had existed, 
was not very likely to lead to malignant disease. He added 
the remark that whatever they did, however slight or 
radical the operation, there would always remain a race 
of men who were “ inveterate ulcerators and_ persistent 
perforators.”” Mr. R. P. Row1anvs could not see the 
advantage of doing a partial gastrectomy for a simple 
ulcer. He had been a great believer in Finney’s operation 
for many years. Mr. A. J. Watton viewed with apprehen- 
sion the movement, especially on the Continent, towards 
these partial gastrectomies, which he thought not only 
dangerous but quite unnecessary, With regard to theories 
of ulcer formation, he considered hyperacidity an impor- 
tant factor, and thought that a certain type of active, 
muscular, energetic man tended to get 


_and to increase it, by the way, by cigarette smoking. 


CHRONIC NON-TUBERCULOUS INFECTION 
OF THE LUNGS. 


| Av a joint meeting of the Sections of Medicine, ‘Surgery, 


and Laryngology of the Royal Society of Medicine on 
January 25th there was a special discussion on the treat 
ment of chronic non-tuberculous infection of the lungs. 
It was opened by Dr. L. S. T. Burretz, who confined his 
remarks to three conditions—bronchicctasis, abscess of the 
lung, and pneumomycosis. In a mild case bronchiectasis 
might cause the patient little if any inconvenience, and the 
treatment should not: expose him.to greater risk than the 
disease. The cause should first be looked for, and, if a 
foreign body, removed. The simple means of postural 
drainage and creosote inhalations were often sufficient to 
cure. In more severe cases, if unilateral, and if the Jung 
could collapse, artificial pneumothorax was successful, 
Phrenic avulsion had been practised with pneumothorax,’ 
especially if there were many diaphragmatic adhesions, but 
in the speaker’s experience had not been of much value. 
Aspiration and washing out of bronchiectatic cavities gave 
very good results; occasionally thoracoplasty was successful, 
but there were many disappointments. Partial lobectomy 
by cauterization seemed to be a promising operation; - 
lobectomy was extremely dangerous. An acute abscess of, 
the lung would often yield to simple treatment by rest, 
healthy conditions, and posture. When these were unsuc- 
cessful artificial pneumothorax should be tried eariy,, 
After a time the lung could be allowed to re-expand, without, 
any return of symptoms. Sometimes a partial thoraco-, 
plasty became necessary. Dr. Burrell thought pneumo- 
mycosis a rare condition. Recently, in a case with signs: 
and symptoms of pulmonary tuberculosis no bacilli werg 
present, but persistent mycelia. The x-ray picture showed: 
coarse mottling. The patient improved rapidly on large, 
doses of potassium iodide. 

Mr. Tupor Epwarps described the z-ray appearance of. 
an abscess connected with a bronchus. He thought arti-, 
ficial pneumothorax the best treatment, especially when the, 
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abscess was near the hilum of the lung. At the periphery 
secondary infection of the pleura was liable to occur from 
breaking down of adhesions. Drainage of a bronchus was 


the lung z-ray pictures should be taken from several direc- 
tions.. Drainage would be necessary for four to six weeks. 
There was a liability to secondary bronchiectasis. In 
chronic bronchiectatic abscess the bronchoscope should be 
used to eliminate the possibility of a foreign body. Mr. 
Edwards was against pneumothorax in_ bronchiectasis. 
Pneumotomy was better. The main wall should be opened 
with the cautery, and the cavity cauterized and packed. 
Sometimes a permanent fistula had been established. The 
cavities should be evacuated through the bronchoscope. 
Drainage through the chest wall was unsatisfactory. 
Phrenic avulsion might reduce the amount and fetor of 
discharge. In lobectomy the mortality was 50 per cent., 
and improvement in technique was required. 


-Mr. Ewart Martin described the advantages of the 
bronchoscope in association with lipiodol injections. He 
noted the curious fact that in America foreign bodies were 
often found in the lungs, while in this country they were 
comparatively rare; but it was probable that many foreign 
bodies were overlooked. Bronchoscopy allowed of the 
localization of a lesion, the removal of pieces of tissue for 
examination, and the taking of swabs. It aided treat- 
ment for the removal of foreign bodies and for chronic 
infections.. By its means aspiration and lavage of abscesses 
and bronchiectatic cavities could be carried out. Difficulties 
in aspirating from the upper lobe could be met by special 
tubes. 

Dr. K. D. Wiikr1nson thought the etiology of bronchi- 
ectasis should always be considered. He had had little 
experience of foreign bodies as a cause. The disease, he 
thought, often began in children as a sequel to pneumonia 
or influenza. Early diagnosis was difficult, as there was no 
dividing line between bronchitis and bronchiectasis. There 


- might be fetid pus without any dilatation being shown 


by lipiodol. Milder cases, especially in children, should 
be treated by postural drainage, creosote inhalation, and 
vaccines. His experience of artificial pneumothorax had 
been unfortunate. He had seen one success by drainage 
through the chest wall. The cautery was sometimes useful ; 
and after the first cauterization there was no shock. In 
severe unilateral cases only surgical treatment could be 
of any use. : 

Mr. C. A. 8. Rivovr said that physicians had only 
recently begun to ask the laryngologist’s help. Broncho- 
scopy was chiefly useful when a radiograph showed a 
definite» bronchiectatic area in one lung, or in both. Under 
local anacsthesia a series of bronchoscopies could be per- 
formed, one every few weeks, the tubes emptied by suction, 
and lavage subsequently employed. Mr. Ridout described 
the technique of the operation. He thought the emptying 
of the cavities was of more importance than the lavage. 
He had seen a patient die of acute oedema an hour or two 
after the lavage. 

Mr. J. E. H. Roperts thought that a mistake had been 
made during the discussion in not distinguishing between 
various stages of bronchiectasis. Advanced cases could not 
be cured; and with improved diagnosis and treatment 
advanced cases ought not to occur. 
should always be in mind. Cases of unresolved pneumonia 
and lung abscess should not be lost sight of, but carefully 
watched for developments. Foreign bodies should be 
removed early, and phrenic evulsion and vaccine therapy 
used where necessary. When a case was established the 
physician, the surgeon, the radiologist, and the laryngo- 


logist should work together. Cases were nearly always 


unilateral at first. If there was no cure in a few months 
phrenicotomy should be done as a preliminary measure. 
Thoracoplasty gave good results in early cases. Cauteriza- 
tion was a severe operation, with a mortality of 20 per 
eent. It might be questioned whether this operation and 
lobectomy were justifiable. Mr. Roberts favoured treat- 
ment by surgical crescendo—division of the phrenic first, 
then thoracoplasty, then the cautery, and lobectomy 
last of all. 


In dealing with a case of abscess of 


Prophylactic treatment: 


Dr. F. G. Cuanprer called attention to the necessity of 
discriminating between .chronic bronchitis, non-tuberculous 
fibrosis, bronchiectasis, pressure by an aneurysm, and even 
chronic abscess or an old empyema. Fibrosis might lead to 
bronchiectasis through traction on the bronchi. If pro- 
gressive, the best treatment was artificial pneumothorax. 
The traction on the bronchi was released thereby. In other 
cases gomenol might be injected. Advanced bilateral basal 
‘* glove-finger ’’ cases of bronchiectasis could only be treated 
by palliative measures. In a bilateral, rather advanced, 
lower lobe case, postural drainage and creosote had pro- 
duced great temporary improvement. For other cases Dr. 
Chandler had used artificial pneumothorax and phrenic 
evulsion. He preferred to try all these measures before 
resorting to rib mobilization or thoracoplasty. Some cases 
of lung abscess cured themselves. In others treatment by 
artificial pneumothorax was indicated; but there was 
a risk of empyema. Drainage was the best treatment, 
if the pleura had first been made properly adherent 
by packing. 

Mr. H. 8. Sourrar described two cases to illustrate the 
need for always searching for foreign bodies. The first 
was that of a woman who had inhaled a mutton bone; the 
second case showed the advisability of exploring the chest 
in doubtful cases of long standing. If properly done the 
procedure was as satisfactory as exploration of the 
abdomen. Good adhesions should first be obtained by 
packing. A large area of the lung should be exposed. 
A large cavity should then be worked out with a cautery 
at a low temperature. 

Mr. V. E. Nereus considered bronchoscopy under local 
anaesthesia to be easily practicable with competent assis- 
tants. He had removed a fibroma, which had caused 
suppuration, from a secondary bronchus. The diagnosis 
of carcinoma was facilitated by the bronchoscope. Mr. 
Negus thought that the function of the circular muscula- 
ture of the bronchioles was not sufficiently recognized, nor 
the part taken by swollen mucous membrane and by granu- 
lations in upsetting the normal mechanism. He showed 
diagrams to demonstrate the retention of pus in 
bronchiectatic cavities, and how irrigation might do more 
harm than good. 

Dr. Grorrrey Marswars said that the respiratory tract 
was well equipped with defences against infection; but 
that the defence might be broken down by the inhalation 
of a foreign body, gross structural changes, or repeated 
invasions by pathogenic organisms. He called attention to 
the bad results of prolonged drainage in empyema, and to 
the permanent damage sometimes resulting from acute 
pneumonia. He was of opinion that chronie bronchitis, 
localized in the upper lobes, was associated with sepsis 
in the nose, throat, or sinuses. He could find no- mention 
of this in textbooks; but often the only cure for this form 
of bronchitis was to cure the sinuses. 

Dr. Hven Tuvursrietp, who was in the chair, said that 
physicians had been told during the discussion that they 
did not send their cases early enough to the surgeon or 
laryngologist. The fact was that it was only during the 
last three or four years that surgeons or laryngologists 
had been able to give any help in the treatment cf 
bronchiectasis. He thought the position of the laryngologist 
the more logical. He had noted also that in these cases a 
serious condition might sometimes develop in so short 
a time that it might be said that it was impossible to 
catch a particular case in its early stage. 

Dr. SrouKINp recalled the case of a child with repeated 
attacks of pneumonia, in whom gangrene set in, and 
cauterization was attempted. The operation was unsuccess- 
ful, and post mortem a portion of a bone ring was found 
in the abscess. 

Mr. Tupor Epwarps, in reply, dealt with «some of the 
points discussed, and agreed with the necessity for air-tight 
drainage in empyema. 


Mr. Ewart Martin emphasized the advantages of intro- 


ducing lipiodol through the bronchoscope. Other methods 
led to breaking up of the oily globules, so that under 
the x rays quite a different kind of picture might be 
produced. 4 
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HERPES. 

Ir is somewhat of a shock to realize that the vast amount 
of experimental work collected by Levapit1 in a mono- 
graph' reviewing the present position of knowledge about 
the pathogenesis of herpes is almost entirely a post-war 
growth. Levaditi’s object is to give a detailed survey 
of the experimental work that has been done by 
himself and his colleagues, Harvier and Nicolau, and 
others, but he has done far more than this, for his mono- 
graph embodies the central ideas of one of the chief 
pioneers who have studied the nature and affinities of 
neurotropic viruses; and for that reason, as also because it 
contains his reply to recent criticisms, it will be welcomed 
by all who are in any way concerned with this elusive, 
fascinating, and rapidly developing branch of experimental 
medicine, The initial discovery in connexion with experi- 
mental herpes was made by an ophthalmologist, Griter 
of Marburg, about 1911, who found that material taken 
from a dendritic ulcer of the human cornea was capable of 
reproducing this lesion on the cornea of the rabbit; that 
this herpetic keratitis was transmissible in series; and that 
it was due to a virus that was apparently specific and with- 
stood 36° C., but was destroyed by exposure for half an 
hour to 56°.C. Griter did not publish his observation, 
nor did Kraupa, who confirmed it. In fact, the first publi- 
cation was in 1919 by Lowenstein, who had obtained still 
further confirmation and had found that herpes material 
from a variety of sources produced this specific keratitis in 
the rabbit. Further confirmation by Doerr and others was 
now rapidly forthcoming, and it became established that 
the virus of herpes is capable of exciting a specific keratitis 
in the rabbit, materials from a large number of control 
cases being uniformly negative in this respect. 

In October, 1920, Doerr and Véchting noticed that 
rabbits affected by herpetic keratitis may » Sra nervous 
symptoms—symptoms that suggested an invasion of the 
central nervous system by the herpes virus. About this 


time Levaditi and Harvier succeeded in producing en- |, 
cephalitis in rabbits with a virus obtained from the brain | 


of a human case of encephalitis lethargica, and in 1921 
Blane drew attention to the striking similarity in the 
effect of this encephalitis virus and of herpes virus respec- 
tively on the rabbit’s cornea. -Shortly after that Levaditi, 
Harvier, and Nicolau, and independently Doerr and 
Schnabel, succeeded in showing experimentally the identity 
of the herpes virus with that isolated by Levaditi and his 
colleagues from the brain of the human case of encephalitis 
lethargica. Levaditi deals very fully with the experimental 
properties of the virus of herpes, and in an _ historical 
review of the pathology of zona (as the French call herpes 
zoster) pays a well deserved tribute to the classical work of 
Head and Campbell. Consideration is given also to the 
result of investigations with material from cases of zona, 
and the conclusion is reached that the experimental trans- 
mission of this disease has not yet been achieved. 

Among other interesting information and suggestive work 
we are told that rabbits affected by herpetic keratitis may 


develop an acute nasal discharge which contains the herpes. 


virus. The observations reported as to the receptivity of 
man to cutaneous inoculation with herpes virus are also of 
considerable importance. It would seem that the greatest 
success was obtained in instances such as_ erysipelas 
or cerebro-spinal fever, where there appears to be a 
natural predisposition to acquire herpetic infection. Simi- 
larly in encephalitis lethargica the ‘‘ takes ’’ were good. 
On the other hand, in varicella all the attempts to produce 
a herpetic vesicle with material from herpes cases were 
negative. 

tis particularly noteworthy that while Levaditi adheres 
strongly to the view that the virus of herpes and that of 
encephalitis lethargica are one and the same, he admits 
that it is possible that the virus obtained by him from the 
encephalitis brain may have been adventitious, thus afford- 
ing an example of scientific candour and open-mindedness 
. that is as inspiring as it is rare. 


1 L’Herpés et le Zona. Par C. Levaditi. Paris: Masson et Cie. 
(Med. 8vo, pp. viii + 388; 87 figures, 1 plate. 5s. 4d.) 
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“ SHOCK-THERAPY ” IN THE PSYCHOSES. 


In a volume entitled Traitement des maladies mentales par 


les chocs* Mile C, Pascat and: M. Jean Davesne record their 
extensive experience of the treatment of mental disease 
by the introduction of a variety of different agents into 
the organism in an attempt to imitate the effects of inter- 
current disorders upon the psychoses. As every psychiatrist 


-knows, these effects are sometimes remarkable, since a 


bodily illness, such as pneumonia or enteric fever, may 
bring about an amelioration or even a cure of an apparently 
hopeless case of insanity. The authors have applied ‘‘ shock- 
therapy ’’ to a large number of patients, both acute and 
chronic, and have utilized a number of different methods. 
At first the fixation abscess method, which consists in the 
provocation of a purulent focus by the subcutaneous injec- 
tion of turpentine, wasempleyed. Subsequently, the following 
agents were utilized for injection: colloidal metals; pep- 
tones; vaccines (polyvalent and aspecific) ; milk; nucleinate’ 
of soda; horse serum (haemostyl); and blood taken either 
from the patient himself (auto-haemotherapy), or from 
another patient in a state of remission (homo-haemo- 
therapy). The technique of the various methods is fully 
described, and a description is given of the biological and 
clinical changes observed as a result of treatment. These 
therapeutic methods, it is stated, are free from danger, 
and have no harmful effects if the techniques indicated are 
rigorously carried out. 

In an interesting chapter the authors discuss the mani- 
festations of what they describe as ‘‘ mental anaphylaxis,” 
and endeavour to explain the nature of the psychopathic 


‘ constitution in biological terms as a profound humoral and 


neuro-vegetation defect. The book is written in a spirit of 
hopefulness and enthusiasm, and the authors believe that 
the methods of investigation which they describe contain, 
not only the principle of the cure of the chronic psychoses, 
but also their secret. We can recommend this original and 
interesting monograph to the attention of psychiatrists. 


REPORTS OF THE ST. ANDREWS (JAMES 
MACKENZIE) INSTITUTE. 

Tue third volume of the Reports of the St. Andrews 
(James Mackenzie) Institute for Clinical Research,* edited 
by Professor Davip WareRsTon, is the first to appear 
since the founder’s death, and Dr. Maitland Ramsay, who 
has devotedly undertaken the part of honorary director, 
gives, as is only appropriate, an eloquent account of Sir 
James Mackenzie’s life and of those. ideals in medicine 
which made him leave London at the zenith of his career 
there to take up pioneer work at St. Andrews. He com- 
pares him as ‘‘a man of many doubts” with Sydenham, 
and graphically describes how he delighted in astonishing 
visitors to the Institute by questions such as ‘‘ How does 
cancer kill a man? ”’ ‘‘ Why does he die? ”’ 

Of the eleven other articles, the first, also by Dr. 


Maitland Ramsay, on ocular disturbances associated with 


signs of defective elimination, is not, as its title might 
suggest, a lecture concentrating on diseases of the eye, 
and should be read by everyone who desires information on 
the clinical manifestations of renal inadequacy, which was 
described by Sir Andrew Clark forty years ago. Illustra- 
tions of the effects of the condition are naturally taken 
from ophthahnoleogy, and it is pointed out that toxic 
amblyopia exactly like that ascribed to tobacco may occur 
in lifelong abstainers from tobacco and alcohol. Dr. L. H. 
Bryson writes on the capillary system in relation to clinical 
symptoms, and, after summarizing recent knowledge on the 
subject, applies the theory of functional unit control to 
certain diseases. Dr. Alexander Hynd describes the 
observations made in the Chemistry Department of the 
Institute on the nature of urinary protein, specially in 
eclampsia; Dr. Norman M. Maclennan, late bacteriologist 
to the Institute, advocates the establishment of a closer 


- 2 fraitement des maladies mentales par les chocs. By €. Pascal and 
Jean Davesne. Paris: Masson et Cie. 1926. (5 x 72, pp. xv + 182. 


Sd.) 
3 Reports of the St.. Andrews (James Mackenzie) Institute for Clinical 

iii. ited by Professor David Waterston, M.D., F.R.C.S.E. 
Publications London : Milford, Oxford University Press. 
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relation between the sciences of chemistry and bacteriology, 
and together with Dr. J. H. P. Paton records some 
interesting clinical and haematological observations on 
mumps, such as that alterations in the total and differential 
leucocyte count have no diagnostic value. Dr. Paton also 
contributes four systematic studies made at a boarding 
school for girls, dealing with routine examination, the 
apparent size of the tonsil, the incidence of infectious 
diseases, and influenza. The work of the children’s depart- 
ment is described by Dr. A. Rowand, who follows it by 
three studies of groups of cases collected from its records. 
The ischaemic type of pain, which is so well known in 
intermittent limp, is, in Dr. Orr’s experience, much com- 
moner than is usually believed, and cases of exhaustion are 
detatled by Dr. W. B. MacTier, who briefly discusses their 
crigin. There is a well illustrated article on the radiology 
of duodenal ulcer by Dr. Paton and Mr. W. J. Smith, 
and Dr. A. Cancella d’Abreu of Lisbon, who attended the 
post-graduate course in June, 1825, contributes an article 
on viscero-sensory reflexes, and takes the opportunity of 
paying a tribute to the founder. 


AN ATLAS OF CYSTOSCOPY. 

Dr. Kyetse’s Handatlas der Cystoskopie,t unlike 
many other works with a similar title, is really an atlas 
of cystoscopy. In other words, it consists of a collection 
of excellent coloured plates illustrating various pathoiogical 
conditions of the bladder, with only an amount of text 
necessary to explain them. Several German handbooks on 
cystoscopy have already appeared, but it cannot be said 
that the majority of these are a credit to the country that 
produced the first satisfactory cystoscope. The plates in 
Dr. Otto Kneise’s work are, however, of a higher order. 
Not only has the artist succeeded in portraying what he 
has seen through the cystoscope, but the makers of the 
blocks have succeeded in retaining the quality of the 
paintings in the coloured plates. This is by no means easy, 
as may be gathered from the hideous and overcoloured plates 
that are frequently found in atlases on cystoscopy. Another 
error that has been avoided in Dr, Kneise’s atlas is the 
portrayal of rare conditions that are only met with once 
or twice in the lifetime of a genito-urinary surgeon. Inter- 
esting as it may be to a writer to record the discovery of 
an unusual -cystoscopic condition, the inclusion of these 
rarities in an atlas of cystoscopy is of little use to the 
reader. What is required is the portrayal of various forms 
of normal bladder and of the commoner pathological con- 
ditions met with in urological practice. If the selection 
made by the author is to be criticized it must be on the 
ground that he has not been sufficiently generous in his 
pictures of the various types of normal ureteric orifices that 
may be met with.’ The commonest error made by the inex- 
perienced cystoscopist is to mistake for an abnormality what 
is only a variation of a normal trigone, and for this reason 
the portrayal of the variations of which the healthy bladder 
is capable is of great value. 

However, apart from this there is little that can be said 
in criticism of Dr. Otto Kneise’s work. His atlas should 
he of great use to all students and-practitioners wishing to 
faniiliarize themselves with the commoner conditions that 
may be met with in cvstoscopic practice. The fact that the 
chief virtue of the work lies in the excellent coloured plates 
and that the text is of secondary importance will no doubt 
commend it to those who are not conversant with the 
Geriian tongue. 


HOLT7’S ‘“ DISEASES OF CHILDHOOD.” 
The Diseases of Infancy and Childhood® by Hort and 
Howtanp, has established its position as a standard text- 
book, and the appearance of a ninth edition would in 
ordinary circumstances require only brief notice. But 


last June, at the comparatively early age of 53. The. 


work of preparstion of the present volume was, however, 
complete before his death. 

The first edition, which appeared in 1896, was then the 
most complete account of diseases of children in America, 
and gave a powerful impulse to the special study of the 
subject there. That premier position it has retained ever 
since, and it has widely extended its influence throughout 
the English-spezking world. The book’s appeal was to the 
practising physician; it was the account ef clinical cx- 
perience, both in hospital and private practice; clinical 
phenomena were always referred to and basec on patho- 
logical processes; and, wherever possible, statements were 
supported by the author’s own statistics. In successive 
editions the book became a_ storchouse of faets, well 
arranged and expounded with a _ brief matter-of-fact 
precision, and ‘drawn to moderate and well balanced con- 
clusions. These qualities seldom fail to secure success, 
and in the case of this book success was rapid and lasting. 


' Another feature of the book was its emphasis on the 


preventive side of medicine in childhoed, and large sections 
were devoted to healihy growth and to the conditions of 
management that would secure it. As to the tangled 
subject of the feeding of sick infants, little space was 
given to theories of causation, schemes of classification, or 
elaborate dietetic formulae, but an_ adequate, clear, and 
helpful account was provided of the various clinical types, 
their pathology, their symptoms, and their treatment. 

In 1911 Dr. Howland’s name appeared also on the title- 
page, and he brought to the book his special knowledge 
of metabolism, biochemistry, and pathology. It was a 
happy alliance of the bedside and the laboratory. Holt 
himself in his later years turned towards laboratory 
studies on the dietetics of childhood. But the book ccn- 
tinued to keep its predominantly clinical character, and 
under its combined authorship fully maintained its strong 
position, and also its original plan and arrangement. The 
new edition has been brought up to date and a few new 
subjects are included. To the world of medical science it 
is a notable memorial of Holt’s life and work; but Dr. 
Howland’s untimely death is a heavy Joss, both to future 
editions and also to pediatrics. 


HEREDITARY SYSTEMATIC DISEASES OF THE 
NERVOUS SYSTEM. 
In a work on the morphology and histology of hereditary 
systematic diseases of the nervous system® Prefessor Karn 
ScHAFFER expounds his theory that these affections are in 
reality due to one and the same process; their varied 
symptomatology depends, he thinks, on variations, in 
localization and course, of a lesion that is identical in all. 
He regards the fundamental lesion as a degencration, and 


} adopts the term heredo-degencration to include the group. 


The theory has given rise to considerable discussion, and 
Professor Schaffer has spared no pains to support it by 
very complete and detailed descriptions of illustrative cases 
and a number of unusually clear photographic plates. He 
recognizes that the ultimate proof of heredo-degeneration 
must rest on the family history, but he claims that heredo- 
degeneration has certain characteristic features which 
serve to distinguish it apart from the history. A family 
history is not always obtainable, and, moreover, it must be 
admitted that heredo-degeneration may appear de noro 
by way of mutation, and in these circumstances the family 
history would be negative. The characteristic features 
of heredo-degeneration are, according to the author: 

1. The presence ofa particular form of degeneration. 

2. Its blastodermic electivity, the ectodermal being picked out 
to the exclusion of mesodermal. | . 

3. Its system-electivity, certain definite strata or functionally 
related groups of neuronal elements being affected. 

4. Its segment-electivity, certain definite segments of the nervous 
system—hemispheres, cerebellum, cord, and so forth—being 
involved. 

5. The degeneration must be in its origin endogenous in the 
nervous elements; the proof of the presence of an exogenous 
poison as the cause of the neuronal degeneration would exclude 


6Cber das Morphologische Wesen und die Histopathologie der Hereditaer- 
Systematischen Nerrenkrankheiten. Von Karl Schaffer. Monographien 
aus dem gesamtgebiete der Neurologie und_ Psychiatrie. left 
Berlin: J. Springer. 1926. (Sup. roy. 8vo, pp. 253 ; 135 figures. R.M. 24.) 


ur 
ir 
se 
to 
ist 
diy 
tly 
‘k- 
nd 
Is. 
he 
ng 
2p- 
ate’ 
1er 
om | 
no- 
lly 
nd 
er, 
are 
chic 
and 
t of 
hat 
in, 
Ses, 
and 
ews 
ited 
pear 
who 
‘tor, 
Sir 
cine 
reer 
com- 
1am, 
hing 
does 
Dr. 
with | 
right 
eye, 
non 
was 
stra- 
aken 
toxic 
occur 
.. H. 
n the 
ol to 
the 
f the 
ly in 
ra since the last edition (1922) both authors have died—Dr. 
Holt in 1924, after a long life, and Dr. Howland only 
182. Han latlas der Cystoskopie. Von Dr, med. Otto Kneise. Zweite Auflage. 
: eset. New York and London: D. Appleton and Co. 1926. (Med. By 
pp. xlv + 1018; 157 figures, 5 plates, $93. net.) ana 


196 JAN. 29, 


REVIEWS. 


THe Brirrsn 
Mepicat JouRNAL 


— 


a case from the group of heredo-degenerations, For instance, a 
lenticular degeneration of hepatic origin, although showing here- 
ditary agen is exogenous’as far as the nervous system 1s 
concerned, 


The fundamental lesion affects both the neuronal 
elements and the glia cells. The nerve cells, in the more 
acute conditions, exhibit a marked swelling of the cyto- 
plasm, with an abundant deposit of lipoid granules; the 
endocellular reticulum is destroyed, the Niss! bodies dis- 
appear except immediately around the nucleus, and the 
latter exhibits pyknotic changes. In more chronic cases 
the swelling is less marked and may be local within the 
cell. It is somewhat characteristic that the swelling, 
especially in the acute condition, affects not only the cell 
body, but also the dendrites. The branched glia cells 
exhibit similar changes and, in exceptional cases, may show 
increased fibrillation, resulting in sclerosis. The un- 
branched glia cells proliferate and, in the author’s opinion, 
take part in the removal of the degenerated nerve cells. 
In purely chronic conditions the nerve cells appear to 
undergo pyknosis and atrophy, and are finally removed by 
the action of the unbranched glia cells. Hereditary spastic 
spinal paralysis may be taken to illustrate the application 
of the author’s theory. That this disease comes under 
the heading of systematic heredo-degenerations is, the 
author thinks, shown by the following facts, which, he 
holds, can be demonstrated in the cases examined, 

1. The neuronal elements alone are affected, to the exclusion of 


any causal changes on the part of the connective and vascular 
tissues. There is, therefore, blastodermic electivity. 

2. By virtue of the primary systematic affection of the pyramidal 
tracts a system electivity is present; this, in cases of pure primary 
lateral sclerosis, is a single-system affection, but it may become 
a combined systematic affection if Goll’s columns are also involved. 
But even in cases of pure lateral sclerosis there is in reality a 
combined system-disease, since two cortical systems are, according 
to the author’s observations, also affected—namely, an intra- 
cortical associative system corresponding to the third layer of the 
cerebral cortex, and a cortical ve system, corresponding to 
the fifth layer and the pyramidal fibres proceeding from it. 


3. Pure lateral sclerosis has its starting-point in the cerebral 
hemispheres, and therefore exhibits a segment-electivity. 


Conclusions of a similar kind are reached with regard to 
hereditary chorea, progressive muscular atrophy, spino- 
cerebellar ‘ataxia, Friedreich’s ataxia, and the infantile, 
juvenile, and adult forms of familial idiocy. The author 
sums up the results of his observations in two propositions : 
(1) Systematic heredo-degeneration has a developmental 
basis, as indicated in the anatomical triad of blastodermic, 
segmental, and systematic electivity; (2) the primary seat 
of the affection is the neuronal cytoplasm, the lesion 
taking the form of swelling, with subsequent destruction 
of the cell. The anatomical triad constitutes the general, 
the swelling of the cytoplasm the special sign of heredo- 
degeneration in its morphological aspect. There is, he 
admits, a class of cases which bears a general resemblance 
to those of heredo-degeneration, but in which. the cell 
changes are teratological instead of degenerative. An 
interesting case of the kind—one of non-familial idiccy—is 
described. Certain neuronal systems were absent and the 
general histological architecture of the brain was abnormal. 
Such cases have to be distinguished from those of heredo- 
degeneration, the degenerative changes in .the nerve cells, 
above mentioned. being absent. “7.78 


BRAIN.” 
Tur new issue of Brain’ (Part IV of vol. 49) contains an 
article on the pituitary adamantinomata (from the National 
Hospital, Queen Square) by Drs. Macdonald Critchley and 
Redvers N. Ironside. These tumours arise in the neigh- 
bourhood of the infundibulum from epithelial remains of 
the .foetal cranio-pharyngeal duct. After giving a short 
account of the development of the hypophysis and infundi- 
bulum the authors describe the clinical and pathological 
features of seven cases they have observed. Changes in 
the appearance of the sella turcica as seen by x rays are 


7 Published in London by Macmillan and Co., and in New York by the 
Macmillan Company. Yearly subscription in this country 24s., to be 
sent to Ser acmillan, St. Martin’s Street, London, W.C.2. Price of 
this part @ net. 


almost constant, and in addition shadows due to calcified 
areas in the growths are very characteristic. Acromegaly 
does not occur, but adiposity with infantilism or sexual 
regression are common, lethargy is frequent, and pressure 
on the optic tracts produces various defects of the fields of 
vision. 

Dr. Richard Irvine Poston, of the Ancoats Hospital, 
Manchester, discusses the occurrence of vestibular 
phenomena in epidemic encephalitis. He describes an 
interesting series of cases exhibiting spontaneous vertigo in 
the acute or chronic stage of the disease, and includes an 
historical reference to epidemics of vertigo occurring at 
various times in France, Switzerland, and Japan, which 
bear a close resemblance to groups of cases arising in recent 
epidemics of encephalitis. The view is put forward that 
many of the ocular phenomena of encephalitis are due to 
disturbance of the vestibular nucleus or its connexions . 
rather than to disease of the ocular nuclei. An account is 
fee of the writer’s investigation of cases of encephalitis 

y the Babinski-Weil tests of vestibular function. 
Dr. Douglas McAlpine gives an account of investigations 
carried out in the laboratory of the Hospital for Epilepsy 
and Paralysis, Maida Vale, on the anatomo-pathological 
basis of the Parkinsonian syndrome following epidemic 
encephalitis. Datails are given of the pathological find- 
ings in eight cases, in which the only constant lesions 
were found in the cells of the substantia nigra of the 
mid-brain ; no noteworthy changes were found in the basal 
ganglia, though in the earlier stages of the disease these 
ganglia are affected by the inflammatory process in common 
with the greater part of the brain and brain-stem. Some 
results of faradic stimulation of the cerebellum in monkeys 
and armadillos are extracted from the unpublished writings 
of the late Dr. R. H. Clarke, who collaborated for 
several years with Sir Victor Horsley in his experimental 
work. Movements were obtained especially of the head 
and eyes, but also of the trunk and limbs. Very strong 
stimuli were required when applied to the cortex, but when 
the needles were inserted deeply towards the roof of the 
fourth ventricle movements were obtained with small 
currents. These papers show that, contrary to their 
original and published opinion, Horsley and Clarke con- 
cluded finally that all these movements were due to spread 
of the stimuli to motor centres in the vicinity of the cere- 
bellum, and. that they afford no evidence for the existence 
of motor centres in the cerebellum itself, either in the 
cortex or the intrinsic nuclei. 


NOTES ON BOOKS. 


Tue fifth German edition of the classical work by Professor 
Hasek on the Nasal Accessory Sinuses* was recently reviewed 
in this Journnat (July 31st, 1926, p. 204), and the appearance 
of a translation will be welcomed by his English-speaking 
colleagues. The translation by Dr. Herrcer and Dr. Hansen 
has been well done, and has certain advantages over the 
original, being divided into two bound volumes, making it more 
attractive in appearance and more convenient to handle, whilst 
the printing, paper, and reproductions of pictures are of 
excellent quality. Much of the information which has been 
added in the form of footnotes might with advantage have been 
embodied in the text. The most instructive portion of the 
book is perhaps the exhaustive and well illustrated study of 
the anatomical variations of the accessory sinuses; proper 
appreciation of the pathological changes and their surgical 
treatment must have such a foundation as is here provided. 
The various methods of taking skiagrams of each group of 
sinuses are described in detail and their interpretation dis- 
cussed. The explanation of anatomical details is assisted by 
plates illustrating varicus difficult points. Diagnosis and treat- 
ment are discussed in connexion with each group of sinuses, t 
author basing himself partly on long personal experience an 
ly on the voluminous literature of the subject. The whole 
is so well balanced and arranged that everything is in pro- 
portion and free from the repetition which is a common defect 
of big books owing to a desire to leave nothing unsaid. The 
book is quite without a rival in its particular subject. 


* Pathology and Treatment of the Inflammatory Diseases of tha 
Nasal Accessory Sinuses. By Professor Dr. M. Hajek. Translated and 
edited by Joseph Heitger, M-D., and French K. Hansel, M.D., 
M.S. Fifth edition, com letely revised and enlarged. London: H. a 
1 (Sup, roy. 8vo: Vol. I, pp. xvi + 294; 7 plates, 130 figures, Vol. IT, 
pp. viii + 408; 56 figures. 75s. net the two volumes.) 
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On first opening Dr. Batyzat’s book on Hay-Fever and 
Asthma® the reader cannot fail to be struck by a series of 
illustrations, designed to impress upon his memory certain 
common causes of these complaints. Thus there is a family 
of cats sunning themselves on the steps just prior to entering 
the house, whose inhabitants may suffer in consequence. Then 
there is a boy playing with a dog, a frequent cause of his 
asthma. Next comes a horse, Kentucky bred, to show that 
horses may cause asthma, and so on. The last of the 
series depicts a lady seated before a mirror. Her right 
hand is stretched out to pick up the powder-puff from the 
dressing-table, for she is about to powder her nose, and the 
orris-root in the powder may give her asthma. These and other 
illustrations equally ridiculous and conspicuous give an altogether 
false impression of the book, for the text is excellent. Dr. 
Balyeat practises in Oklahoma, and gives a thorough account 
of the local flora in relation to asthma and hay-fever, laying 
stress on the fact that the important plants are inconspicuous 
with air-borne pollen, whilst plants with brilliant flowers, such 
as roses, pollinated by insects, are often unjustly blamed. It 
is clearly important that those who make a study of these 
diseases should be acquainted with the botany of the locality. 
The book is intended to give an account of the nature and 
treatment of asthma and hay-fever in simple language mainly 
for the benefit of patients, and the author has accomplished 
this very well. 


Drs. Roserr Dupont, Rocer Leroux, and Jean Dawsace 
have provided'® in a succinct and convenient form a guide to 
the clinical methods of obtaining material for examination in 
the laboratory, as, for instance, by the performance of lumbar 
and pericardial puncture, both of which are illustrated by 
a. Pathologists and bacteriologists, but the latter 
perhaps in particular, often suffer from the manner in which 
specimens are collected and transmitted to them, and they will 
no doubt desire that this handbook should have a wide 
circulation. The first part deals with haematological, bacterio- 
logical, and other examinations, and the remaining portions 
with biopsies. Professor G. Rovussy, in his preface, says that 
this is the first time that a book of the kind has described 
the technique of biopsies with the immediate microscopical 
examination during the course of an operation of tissues, so 
as to inform the surgeon, for example, whether he is dealing 
with an innocent or malignant growth. This may be true of 
France, but the latter method has often been advocated and 
described in this country, especially by Dr. E. H. Shaw, and 
in America. The risks that have been attributed to the 
method are discussed, and in connexion with the belief that 
generalization of a malignant growth may be thus started the 
authors state that they have doné thousands of biopsies without 
observing this accident. It is perhaps a natural sign of the 
times that the price is stated, not in francs, but as two 
shillings. 


Mr. Georcr in his book Unemployment, advances 
the view that unemployment has resulted from failure to co- 
ordinate agricultural with industrial production. If the agri- 
cultural labourer produces food, not only for himself, but a 
abundantly for the industrial dweller in towns, and so sets 
a high standard of living, he utilizes the services of many 
craftsmen, with the betterment of efficiency and enrichment of 
the lives of the members of the community. For a long time 
past agriculture has been depressed, wages are low, and 
labourers flock to towns; with the result that there is really 
a world’ shortage of food, and the advance guard of civiliza- 
tion starves. And the form of its starvation is unemployment. 
The remedy Mr. Mullins proposes is that the industrial worker 
shall be made to resume a proportion of his original work of 
food production. New factories should be built on large areas 
of land, and the workers housed in cottages with a half to 
ene acre of ground to each house. The workman would be 
employed for a seven-hour shift in the factory for five days 
a week. A certain number of hours each week would 
devoted to the cultivation of his land for the production of 
vegetables, fruit, honey, pigs, rabbits, and goats. The labourer 
would be required to acquire the freehold of his cottage, and 
would aaa We allowed to dispose of it to another labourer 
werking on similar terms to himself. He would also be given 
a share in the profits of the company, not in cash, bat in 
shares, which he would not be able to sell while he retained his 


* Hay-Fever and Asthma: A Practical Handbook for Hay-Fever and 
Asthma Patients. M. Balyeat, A.M., M.D. Philadelphia: F. A. 
Davis Company. (Post 8vo, pp. 198; 27 illusttations. dollars.) 


he fostatene des prélévements et des biopsies dans la poets ue clinique, 
Par Robert nt, r Leroux, et Jean Dalsace. Préface y= Professeur 
G. Roussy. Médecine et chirurgie pratiques, Paris: Masson et Cie. 1926, 
(54 x 72, pp. viii + 142; 50 figures. 2s.) 

M.B.E. 


‘1 Unemployment. By George W. Mullins, London and 
and Co., Ltd. 1926. (Demy 8vo, pp. xiii + 1 
n 
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work, though they would become equal to ordinary shares if 
he left his job. It will be seen that Mr. Mullins combines in 
his remedy several modern efforts for improving the lot of the 
worker ; and that his views on food shortage are borne out by 
Sir Daniel Hall’s remarks at the meeting of the Britis 
Association last summer. 


Dr. Kurt Scunemer’s studies of registered prostitutes! 
consist of two parts. The first contains details of seventy 
women arranged in twelve psychiatric groups according to their 
degree of impulsiveness, restlessness, and mental defect.. .The 
second presents a composite picture of the life-history of these 
women considered under the three periods of childhood, the stage 
between leaving school and registration, and their life under 
the control of the police. An appendix by Dr. Lt1sz von DER 
HryDEN gives detailed information of the subsequent histo 
of 62 of the 70 women ; 19 were still under police control eleven 
years after completion of Dr. Schneider’s inquiry, while 43 had 
been taken off the books in consequence of marriage or the 
assumption of a_ respectable occupation. The work is a- 
valuable contribution to the psychological study of the prosti- 
tute, and as ‘such will appeal alike to the psychiatrist, the 
criminologist, and the sociclogist. 


12 Studien iiber Personlichkeit und Schicksal eingeschriebener Prosti- 
tuierter. Von Dr. med. et phil. Kurt Schneider. Zweite durchgesehené 
Aufiage vermehrt um einen Anhang. Die Spiteren Schicksale. Katam- 
nestisiche Untersuch m von Dr. Rer. Pol. Luise von der Heyden: 
Berlin: J. Springer. 1926. (Sup. roy. 8vo, pp. ix + 281. R.M. 18.) 


PREPARATIONS AND APPLIANCES. 


A Safeguard for the Water-cooled Mercury Vapour Lamp. ; 
Dr. M. Weisren, medical officer in charge of the ultra-violet 
department, Queen’s Hospital, Sidcup, suggests an arrangement 
for protecting the water-cooled vapour (Kromayer 
type) from the destruction which would result if the lamp was 
allowed to burn without there being circulation of water. To 

revent this accident he inserts a lamp in parallel with the 
romayer lamp, and controlled by the same switch. This red 
lamp is suspended from the ea and — up when the 
Kromayer cmp is switched on. If, through carelessness or 
accident, the water has not been turned on, the lighting-up of the 
red lamp immediately draws attention to the tap. Dr. Weinbren 
adds that, while an apparatus could be designed which would 
automatically switch on the water as well as the current, this 
apparatus would be rather complicated and expensive. The red 
pilot lamp serves the same purpose equally well, and cnly costs 
a shilling or two. 


ROYAL MEDICAL BENEVOLENT FUND. 


At the last meeting of the committee forty-four cases were 
considered and £769 13s. 6d. voted to forty applicants. The 
following is a summary of some of the cases relieved. ; 


Widow, aged of M.B. who died suddenly in November last. Left with 
ene child, aged entirely unprovided for, Has recently had a major 
operation herself, and will not be fit for work for six months. Late 
husband had to help to support his mother and sister, which rred 
him leaving adequate provision for his wife and child. ‘Emergence rant 
of £10 sent, and a further sum of £26 in four instalments was voted. 

L.R.F.P. and 8., aged 84, with wife, 80, who is paralysed and 
helpless. Only income £12 from investments; old age pension Allow- 
ance of £90 per annum from younger son, who also pays for the main- 
tenance of elder son in a mental hospital. Elder dau r, 51, is at 
home and leoks after her parents, while the younger earns a week 
in a warehouse. Rent and rates amount to per annum. Emergency 
grant of £10 made, and a further sum of £40 in twelve instalments voted. | 

Daughter, aged 52, of M.D. who died in 1874. She lost money on a 
boarding house which had to be given up at the end of nine months. 
Teaches music, but from lack of pupils asks the Fund for assistance. She 
is lame. Voted £18 in twelve instalments. 

Widow, aged 65, of L.R.C.P.Ed. who died in 1919. Applicant has worked 
as a deaconess for rs until August last, when she to give up on 
account of leg trouble. Total income £90 per annum. Rent Ils. a week. 
Voted £26 in twelve monthly instalments. 

Widow, aged 45, of M.R.C.S. who died last November. Left with girl of 
14 and boy of 12. No private income, and only £100 from insurance. Has 
had £150 from mother-in-law, but it ie uncertain whether this will be 
continued, Now lives in three rooms at a rental of I2s. a week. 


Voted £20. 
Wide a 53, of M.D. who died in December last. Left with six 
children a; 11 to 21. Only the eldest one earning. One son studying 


the law, others at school. Voted £30. ; 
M.R.C.S., aged 75, has had to give up work on account of old age and 
jowance of 10s. a week through the death 


Subscriptions may be sent to the Honorary Treasurer, Sir 
Charters ew at 11, Chandos Street, Cavendish Square, 
London, W.1. 

The Royal Medical Benevolent Fund Guild still receives 
many applications for clothing, especially for coats and skirts 
for ladies and girls holding secretarial posts, and suits for 
working boys. e Guild appeals for second-hand clothes and 
household articles. The gifts should be sent to the Secretary 
of the Guild, 58, Great Marlborough Street, W.1. _. 
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A MEDICAL REVIEW OF SOVIET RUSSIA.’ 


V.—THE MEDICAL PROFESSION, SOVIET 
SCIENCE, AND SOVIET SANITATION. 
BY 
W. HORSLEY GANTT, B.Sc., M.D. 


AFormerly Chief of the Medical Division of the American Relief 
: Administration, Leningrad Unit.) 


PART I. 
Socra, Convitrons, 1914-1922. 
Ir will be interesting to the physicians of other countries 
te know of the personal life and work of their colleagues 
in the U.S.S.R. (Union of Socialistic Soviet Republics). 
Before describing their present condition I shall give a 
brief review of their life during the past decade. | 

After 1914 there was a gradual decline in the standard 
of living in Russia. By 1917 deprivations had become 
chronic. Then the exhaustion of two revolutions, blockade, 
famine, and disease precipitated wholesale misery, from 
which Russia is just beginning to recover. What corre- 
sponded to the worst period in the rest of Europe was only 
the prelude to the Russian experiences. It is important to 
remember not only the intensity of this suffering, but its 
duration: A barefooted, tattered Russian physician said 
to me in 1922, on receiving an English newspaper, ‘‘ It has 
been so long since I have even heard of anything civilized 
it seems like hearing from another world.’’ Another 
doctor said he was so accustomed to going all day without 
anything to cat that he never felt hungry (in 1924) when 
he missed a meal. In Russia as early as 1916 there were 
four meatless days a week, and sugar had entirely dis- 
appeared in many districts. Salaries had been raised 
20 per cent., but the cost of living had doubled or trebled.! 
During the great war there were fewer Russian doctors 
but more Russian wounded than in other countries. 

When fighting with Germany ceased the Russian phy- 
sician was mobilized into whatever army was occupying his 
section of the country—whether white, red, ‘or allied. This 
civil war and proletarian revolution, which lasted with 
some intermissions until 1922, left the population without 
medical assistance, and country medical clinics were closed 
and disorganized. 

The declared purpose of the second revolution was 
socialism through the elevation of the proletarian, and 
the destruction of the social superstructure. It brought 
disaster to all. those who lived on a higher level, and 
lowered the standard of life to that of the peasant.t The 
doctor’s position was more hazardous than the peasant’s, 
as shown by his higher death rate. 

When fighting was over and Communistic rations were 
~ abandoned (end of 1921) the physicians returned to their 
former positions, often without remuneration.’ The official 
salaries were too little to live on, and were often paid 
several months late, and the population had no money to 
pay for private practice. 1f any valuables had been 
retained, they were sold for food. Well known professors 
and clinicians became destitute, and in 1918-20 many 
physicians entered the hospitals with hunger oedema, and 
death from starvation became frequent. _ Though the 
official ration often did not suffice for one person, it had 
to be divided among the family, and a medical practitioner, 
in order to sustain himself, had to hold several appoint- 
ments, hurrying. from one to the other on foot through the 
snow, going several miles to get a pound of bread.{ At 
one time it was the duty of a physician to work in at 


* Previous pogene on medical and scientific work in Soviet Russia by 
Dr. Horsley Gantt were published in the BritisH MeptcaL JOURNAL in 1924: 
I, A Review of Medical Education in Soviet Russia, vol. i, p. 1055; 
Il, flospitals and Health Conditions, vol. ii, p. 336; III, Scientific Work, 
vol. ii, p. 533. The first part of section IV, on ‘Change in type and 
disease,” was August 1926, p. 303; Part II 
o is section was commenced on October 23r . 747) and con 

en October 30th (p. 802). ? 


¢t For an accurate, first-hand account of contemporary peasant life, see 


M. G. Hindus, Broken Earth, 1925, International Publishers, New York. 4 


1A professor in a large university told me he was delighted on on 
occasion to receive two pounds of b tter f ’ “4 
po u or a lecture, after walking 
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least three places, and if he did net he reccived a ccm 
puisory appointment. 

Later on, in spite of the shertage of dectors in Russia, 
there was unemployment in their ranks because they could 
not pay for a State licence as there was no paying Sg 

n 


in Leningrad. 

During the period of epidemics the death rate of 
physicians was much higher than that of the rest of the 
population. A dean of a university told me that ‘ they 
were taken ill in masses. One city lost 42 physicians out 
of 300 in one winter.” In a single clinic of Mescow in a 
few days there were cight cases of typhus, ending with 
the death of Professor M. and his assistant. In another 
clinic Professor S. was the only one to survive. In one cf 
the clinics of the Military Medical Academy (formerly the 
clinic of Professor Sirotinin) every doctor died frem typhus. 


“In Odessa, in one monih of the spring of 1922, cut of 
92 doctors engaged in examining children for the American relief 
kitchens, sixteen caught typhus. This is the more spectacular 
side; the more important part of it is that in, many of the 
districts where the after-effects of the famine are worse, there 
is not more than one doctor for 100,600 persons.’ (8S. M. Keeny.) 


During the war there were 24,000 doctors in Russia. 
About 50 per cent. of them suffered from typhus, and 3,CCO 
died of this disease alone. This high mortality has been 
attributed to a peculiar susceptibility of the ncivous and 
vascular systems in physicians. Professor Chernoroutsky 
says, in a personal communication: ‘ Other infections which 
have no special effect on the nervous system give an average 
prognosis, but typhus, meningitis, etc., have a bad pro- 
gnosis. For in medical men the mortality cf typhus between 
the ages of 50 and 60 was 87 to 100 per cent., compared 
with 33 to 50 per cent. for other people.”’ The following 
table from the Obookhoff Hospital, Leningrad, shows their 
high mortality compared to others. 


Percentage 

ocematon, | | | 
Numbcr. 

Surgeons ... 24 12=50% 3=25% | 12.5% 
Physicians 80 40=50% 8=20% | 10.0% 
Sisters 96 60=82% 10=15% | 
Servants ... 416 9}=25% £8=25% | - 6.6% 
Nurses... 827 237=30% 3.6% 


“Dr. Semashko states that “ during the height of the 
epidemics of typhus and relapsing fever practically 100 per 
cent. of the doctors on the Eastern Front were stricken, 
and their mortality was 70 per cent.’’? sere 

The increased morbidity and mortality of the physicians 
can be explained, according to Professor Grekoff, by their 
extreme exhaustion and by the hard conditions of their life, 
But in spite of his difficulties the fact that the physician 
had some useful work to perform acted as a_ mental 
stimulant. A well known physiologist, who had had hunger 
oedema in 1920, told me that his work had kept him alive. 
In many families I noticed that those who had nothing to 
do died sooner of starvation than those who were working, 
although they had the same amount of food. As a contrast 
to the physician was the pitiable mental condition of those 
who had no work. - 


Scientific Work. 
Scientific work almost ceased. 


“ Constant anxiety for food and fuel, endless waiting in queues, 
a half-starved beggarly existence could not but strongly affect 
the life of scientists. From 1918 to 1920 they, as weli as all 
the other inhabitants of the cities, never left their houses without 
a bag on their backs in which to bring home bread, potatoes, etc., 
received as rations. An eminent professor lived the winter through 
in his bath-room, as it was the only place that could be heated. 
It was a usual thing for. men of science to carry up to their 
apartments wood and water, and to empty the sewage, as the 
lavatories did not function.” 


By April, 1923, 400 physicians were registered _as_uncmployed 
| | 


_ of an organism decreases with the decrease of nutrition. 
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Professor Bechtereff states that the neuro-psychical energy 


A general depression of personality results, with passivity 
and a lack of will power. In 1923 one of the survivors 
wrote : 


“‘ Besides resulting in a high mortality among the scientists in 
Leningrad—the centre of mental life of the country—these hard 
years decreased the capacity and energy of those who survived.” 


Leaving aside the difficulty of working in unheated 
laboratories, examinations could not be done owing to the 
lack of gas, water, and illumination. There was a total 
absence of both Russian and ‘foreign literature.* 


“‘In order to write down one’s observations one had to use grey 
paper of a bad quality which was stealthily bought from 
speculators (trading being prohibited). The home-made ink was 
usually prepared out of some dye hardly suitable for the purpose.” 


Many scientists left Leningrad or were employed in some 
other kind of work. But, ‘ 


“ notwithstanding all the terrors, scientific life did not cease 
altogether. During the most difficult periods one could see men 
of science working in their overcoats, fur caps, and snow-shoes. 
Half-starved men continued to carry out their experiments on 
half-starved animals. Dead animals were cooked and fed to the 
living. After an operation the animal was often taken home for 
the night to be kept near the stove with the investigator.” 


Scientific meetings were held, although the members had 
to go on foot and to sit in overcoats. Often a lamp or 
candle had to be used instead of electricity. By the 
end of 1919 scientific life began to revive. In spite of the 
bad conditions several new scientific societies were formed 
during these years and important work was carried on. 

In some institutes lack of money and equipment con- 
tinued. Professor X. told me that when he went to a 
university library to work during the winter of 1923-24 the 
ink was frozen, and that during part of the time when he 
was lecturing the temperature was 10° C. below freezing; 
but the students continued to attend in spite of the cold. 

The members of the Russian medical profession during 
these years gave themselves freely and often without any 
pay. They rendered the people no small assistance in 
checking the epidemics and carrying on other sanitary 
measures. Although foreign relief supplied much of the 
material and sometimes the organization, the actual work 
was done by the natives, as the number of foreigners was 
too small to count for more than a stimulus. 

Worthy of mention is the uprightness and unselfishness of 
the Russian physicians during these horrible and hopeless 
years. This was at a time when the strain of living was 
so great that some of the population were driven to eating 
human flesh and even killing members of their own family. 
In distributing large quantities of relief supplies through 
the Russian physicians, I never knew of a single case of 
theft by them, although they were in dire need. There were 
many cases of heroic unselfishness, such as the following 
from Vologda, a town of 50,000 inhabitants near Archangel. 
On an inspection trip there we found the chief surgeon, 
among others, in great need. He had not had a new suit 
or overcoat for ten years. He was wearing trousers that 
were more patches than pants, and out of his salary of 
less than a pound sterling monthly (in April, 1923) he had 
a wife and nine children to support. On returning to 
Leningrad we sent him (and some other doctors there) a 
relief clothing package. A few days later we received a 
gracious letter saying that he had given the package to 
a colleague more needy than himself, enclosing a letter of 
thanks from the recipient. 

As late as September, 1925, I have seen research workers 
paying one-half of their monthly salary for paper to chart 
their results, and many professors give part of their salary 
to support the laboratory where they work. 


Present Conditions. 
Since 1922 there has been a gradual improvement in both 
living and working conditions. Fighting and famine are 


*“ When a foreign rnal rograd, those who desired to read 
it wrote their names in order and patiently waited the heur when 
their turn came.’? From December, 1918, there was only one medical 
journal in the whole ef Russia for the next year. 


now past, and order has been restored. The currency has* 
been stabilized, and salaries, though small, are paid 
regularly. As the former war communism has been aban-. 
doned in a certain degree, many of the more famous 
doctors are now better off. Unemployment of doctors has 
disappeared, except for those recent graduates who prefer 
living in the cities to working in the villages. A full 
professor receives now 80 to 150 roubles (£8 to £15), an 
assistant about half as much, the younger clinical clerks 
20 to 40 roubles (£2 to £4). Young scientific workers receive 
nothing, or from 7 to 100 roubles (less than £1 to £10). 
These salaries are without rations. Manufactured articles 
and clothing are considerably more expensive than in 
England ; plain food and room rent are somewhat cheaper. 
Besides the loss of personal property and private income, 
professional salaries have dropped to one-half or less, and- 
the cost of living has doubled or trebled compared with the, 


pre-war standard. The population is divided into cate- 


gories ; the cost of lodgings, train tickets, telephones, etc., 
depend upon a person’s category—that is, whether he jis 
in Government employ, a member of a union, in private 
business, and so on. In 1926 (June) the cost of living had 
risen about 40 per cent., and salaries about 30 per cent., 
over 1925; on foreign articles there is a prohibitive duty 
(300 to 2,000 per cent.); for example, a lemon cost in the 


‘summer of 1926 as much as 8 shillings. 


The physician’s condition is considerably better than in 


' 1922-23, when his daily income was equal to seven times 
his tram fare, or one pound of sugar, and his yearly salary 


equal to the cost of two overcoats. 
Even at present it is impossible for a person with a 


_ family to do more than stave off actual starvation on the 


official salary. However, he supplements this; for during 
the past few years the Russian physician has learned many 


‘ways of making two ends meet. In the first place, most 
‘of the eminent professors have three posts, in spite of the 
ruling that no one may teach in more than two places. 


A few write textbooks.* Those not so eminent give 
language lessons, etc. Prominent clinicians have regained 
their practices and are making a comfortable living.f 
Those physicians who are old or cannot obtain outside 
work are still in dire circumstances; no one has become 
rich. I do not know of a single doctor in Russia who 
possesses a motor car. Automobiles owned by the Govern-. 
ment are, however, at the disposal of the officials of the 
public health department. Communists receive 193 roubles 
monthly, in addition to many privileges, and have some 
other opportunities of earning money. A prominent Com- 
munist doctor who ‘occupied several positions told me in 
1925 that the maximum he was able to earn was 400 
roubles a month. This general lack of wealth mitigates, 
by comparison, the misfortune of the poorest. Living in 


Russia is cheaper than the costs indicate, use the 
standards of life are lewer and wants are uced to a 
minimum.” 


When I asked a Ukrainian doctor in 1925 how he 
managed on his salary he replied, ‘‘ By not eating much 
and going hungry.” To one with an Anglo-Saxon appetite 
it does seem that the Russian physician gets along remark- 
ably well on little more than weak tea at frequent and 
irregular intervals. The need for dressing is also reduced 
to a minimum, although it may be due to traditional 
tendency or personal preference rather than present finances 
that some appear at work without socks and shirts in the 
summer. The doctor also buys few books or journals, and 


* All textbooks are censored, accepted, and printed by the Soviet 
quan Seventy-five roubles are paid for sixteen ordinary text- 
book pages, 20 per cent. of which is paid when the contract is signed, 
60 per cent. when the manuscript is completed, and 20 per cent. when 
the book is published. As the book is the property of the State, 
there are no further profits for the author. Professor Pavlov received 
25 roubles for each 8,000 words of his book on conditioned reflexes. 
For the special articles the Soviet Government desires written it pays, 
I understand, as much as ten times this amount. 


no rules prohibiting professors, the chiefs of itals, 
ot patients their The fee for an office visit is 
1 to 5 roubles, and for a house call 2.to 20 


su 
to the tamily told, me that in 195 he reocived 10 to. 100 roubice 
for a major opera’ i 

(or his family) hands the doctor what he considers the proper amount 
as he leaves the house. Semashko states, “ private practice in Sovict 
Russia is entirely free, although it is now not an 

income, and it continues to decrease rapidly. 


important source of 
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his amusements are limited. If his wife is lucky or clever, 

she too does some kind of remunerative work, such as 

‘teaching.* 
Vacation and Recreation. 

The lack of recreation and vacation has been trying to 
the Russian physician. It was out of the question for 
him to go to the theatre, club, etc.; for if any were open 
he had no money.t Except for the past three summers 
few, including Communists, have had any vacation for six 
to ten years. Professor Pavlov was two summers without 
a vacation. A Russian scientist whom I met in Denmark 
in the summer of 1924 told me that that was the first time 
he had been out of Leningrad for ten years. He was then 
travelling on the proceeds of a book he had just written. 
_ It is difficult to realize the strain of ten years without a 
rest or change even when one works under the most ideal 
conditions in the laboratory and lives comfortably at home. 
. There have arisen, however, many co-operative schemes 
' which make life simpler and cheaper, such as rest homes 
for the summer. The Soviet Government bears the ex- 
penses of delegates to congresses, etc., and gives some of 
the eminent doctors and scientists money to go abroad for 
three to six months. The Kubu (director M. Leberde) was 
organized by the Soviet Government to extend aid to the 
scientists. At present it maintains an excellent club-house 
in Moscow, which may be used without fee by all scientists, 
and at which meals are provided at actual cost. 

The extreme conditions of life of the Russian scientists 
may be considered a matter of historical interest; and 
the present exceptions are parallel to those of other 
countries when the general economic state is taken into 


consideration. 
REFERENCES. 
2 Russia in 1916, Stephen Graham, London. 
Soviet Russland, 1924, p. 24 


(To be continued.) 
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INTERNATIONAL LIST OF CAUSES OF DEATH. 


As late as 1893 no two countries in the world used exactly 
the same forms and methods for the statistical classification 
of the causes of death. For international comparison of 
the death rates, for the public’ health, and for epidemio- 
logical purposes a uniform system of nomenclature was so 
obviously essential that in 1893, at the session of the Initer- 
national Statistical Institute held at Chicago, the late Dr. 
Jacques Bertillon, the distinguished French demographer 
and, we believe, the brother of the well known inventor of 
the method of identification by physical measurements, 
presented a draft of a classification of the causes of death 
- for international use, which had been prepared by a 

special committee. This draft was at once: generally 
approved, and, indeed, adopted promptly by several 
countries; it was further decided to keep the classification. 


ibreast of scientific knowledge by decennial revisions at. 
the hands of an international commission appointed by the 
various participating countries. These meetings for 
vision were subsequently held in Paris in 1900, July, 1909, 


and in October, 1920, with. Dr. Jacques Bertillon | as 
_ permanent secretary-general. He was the originator and 
up to his death, soon after the last meeting of the Inter- 
national Commission, the presiding and guiding genius of 


this important undertaking. 


After the second decennial revision the United States 


Bureau of the Census and this country both brought 
out in 1911 ‘‘A Manual of the International List cf 
Causes of Death,’’ and the same course has been fol- 
lowed after the third revision (1920) by the United 
States in 1924 and by this country in 1926. The delay 
in the issue of the present edition of the English 
manual is due to various circumstances, special to the 
British edition, in addition to the death of Dr. Bertillon. 
Dr. T. H. C. Steavenson, Superintendent of Statistics, 


*One young scientist of my acquaintance who receives 10R. ; 
monthly go food from his mother in the country, and the c $D 
of the laboratory gives him a few roubles from his salary of 60 R 

onthly. Another, working in the laboratory of Professor Pavlov, lives 

n ,» when e privilege of accompanving Professor 
to the theatre, he told me he had not been for ve Sears. A Russion 
Ps peg abroad in 1924 told me he had not eaten in any Russian 
otel or restaurant since 1917. Another said that his favourite recreation 
mowadays was working in the laboratory at night. 


General Register Office, adapted the 1911 manual for use 
in England and Wales. The present edition (1926) of the 
Manual,’ which is adapted for Scotland, and Northern 
Ireland also, is issued, on the authority of the Registrars- 
General for England and Wales, Scotland, and Ireland, with 
a view to providing, for the use of -publie health officers, the 


‘medical profession generally, and any others interested, an 


official statement of the practice in force with regard to the 
classification of the causes of death in the several parts of 
the kingdom. There is still a lack of uniformity in the 
international methods of death registration, and at the 
third revision in 1920 a resolution allowed each country 
a certain amount of latitude in adapting to its own special 
requirements the model of an abridged list approved at the 
conference for revision, 

The Manual enables the names of diseases as certified 
according to the method of the country to be assigned to 
their. correct place in the international list of: causes of 
death. Thus the General Register Office advises medical 
practitioners to use in their death certificates those terms 
only which are recognized in the Nomenclature of the 
Royal College of Physicians of London, for when this is 
done there is, as a rule, no difficulty in referring deaths 
to their proper heading in the International List of Causes 
of Death as now adopted for use in the Registrar-General’s 
reports. At an international conference of vital statis- 
ticians held at Geneva in August, 1925, it was recommended 
that all the countries using the International List of 
Causes of Death should publish similar manuals containing 
lists of terms employed in certifying the cause of death. 
The Health Section of the League of Nations has now 
taken up the matter of improving the correlation of the 
death statistics of the various countries using the inter- 
national list, for, according to the high authority of 
those responsible for the present manual, comparability 
‘‘under present conditions must be to some extent apparent 
rather than real.” 

The International List of Causes of Death does not pose 
as an academic or scientific classification or proper nomen- 
clature of discases, but is intended to be a practical work- 
ing list whereby the compilers of statistics can correctly 
tabulate the causes of death. The Nomenclature of 
Diseases drawn up by a joint committee appointed by the 
Royal College of Physicians of London is much more 
elaborate thar the International List of Causes of Death; 
it includes certain symptoms and morbid states which 
seldom or never prove fatal; it is therefore clear that 
there is a considerable difference between a nomenclature of 
diseases classified as far as may be possible on a scientific 
basis and a list of causes of death. The difficultiés in: 
constructing a satisfactory classification of diseases on the 
éver-shifting sands of medical knowledge are so great that 
critics of the official Nomenclature have not ‘been wanting, 


-and there is full justification for the view thatthe. time™ 


for-any final attempt has not arrived. _. 


The history of the official“Nomenclature of. Diseases is ' 


‘not without interest. The famous Dr. William Farr, who 
|: has been said to have made statistics literature,” find-_ 


ing Cullen’s system, then in general use in the public 
services, not up to the knowledge of the time and unsuited 
for statistical purposes, prepared a ‘‘ Statistical Nosology’? 
(Registrar-General’s reports, 1839-40), and in 1853 wrote 
a report upon a classification for death statistics to be. 
used in all countries. In 1859 the Royal College’ of 
Physicians of London set up a joint committee to bring 
out a Nomenclature of Diseases, which duly appeared in 
1869, and, being ‘‘ subject to decennial revision,’ came 
out again in 1884, 1896, 1906, and 1918, so that in the 
natural course of events another, the sixth edition, is due 
next year. Whether any preparations for this are being 
made we do not know. As it has in the past been brought 
out for, and at the expense of, the Government, it may 
well be that the financial conditions are unfavourable. In 
the meanwhile the revised ‘‘ Manual of the International 
List of Causes of Death” gives the medical man clear 
directions, politely called ‘suggestions,’’ respecting the 
way in which death certificates should be filled up: 

1 Manual of the International List of Causes of Death, as adapted for 


in England and Wales, Scotland, -and Northern Ireland. ndon : 
Published” y His Majesty's Stationery Office. 1926. (Pp. xlvi + 135. 
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CANCER, RESEARCH, AND COMMON SENSE. 
Tue British Medical Association has been fortunate 
in obtaining the consent of Sir Berkeley Moynihan 
to deliver the first of the populaz lectures it has 
instituted and associated with the name of Sir 
Charles Hastings, the far-sighted provincial physician 
who founded it nearly a century ago. He and 
the friends with whom he was associated were 
careful to define its objects so widely that the 
instruction of the public comes well within its 
scope. The President of the Royal College of 
Surgeons of England, who has often before taken an 
active part in the work of the Association, made an 


opportune choice in taking “‘ cancer and how to fight: 


it’ as his subject, and we make no doubt that, though 
addressed to the public, his lecture will be eagerl 

read by members of the profession. It is published ix 
full in the SuppLtement this week. The discussion of 
the cause of cancer has both a pathological and clinical 


side, and on the latter no one can speak from an ex- 
perience more extensive and varied than the lecturer. ; 
Most of us recognize that it has a sociological side 


also, and we shall have the better grounds for this 
conviction after studying the Hastings Lecture, and 
the admirable speech of the Minister of Health (p. 207), 
which made it plain that he has a sure grasp of the 


problem and of the way in which it should be attacked. 
. Increased interest in cancer has been forced on the | 


‘modern civilized world by the increase in the number 
of cases, as shown by statistics, and by the fact that, 
as the lecturer said, probably few families escape it 


for three consecutive generations, so that nearly every- 


one knows of some relative who died of it. A demand 
that the increase shall be stopped and the number of 
cases diminished is therefore only in the nature of 
things. The public has lost the old fatalistic attitude 
towards disease, and is now very well aware that the 
best hope of prevention lies through knowledge of the 
cause. It has therefore been ready to listen to sug- 
gestions, some of them very dogmatically expressed, 


on the cause of cancer. Medical literature is en- 


cumbered by a mass of writings consisting of positive 
assertions about the cause of cancer which, when 
examined, turn out to be no more, or very little more, 
than assertions and reassertions of individual belief. 
A theory more or less plausible is propounded: all 
the facts that are in agreement with it are gathered 
together, and those which are not are ignored or 
brushed aside. For some cancer is an_ infectious 
disease; this, they hold, is obvious, and point to 
certain. analogies -between it and, say, syphilis. To 
others it is equally obvious that cancer is not infec- 
tious, that it is not due to the introduction of some 
external agent. Some find its cause in overeating, 
generally of meat; others in a failure of tissue nutri- 
tion attributable to a perversion or gradual lowering 
of the process, and these can point to the fact that 
cancer, though it may occur at an earlier age, is in 
the main a disease of later middlé life. The public, 
as has been said, is deeply interested, and these asser- 
tions and theories have been finding their way into 


course, very natural, and, regarded from one aspect, 
very desirable, since the public needs to be educated; 
evil in it is working its own cure, for many of the 
theories are mutually destructive, and the intelligent 
layman is now disposed to ask whether any of them 
are of any value. A distinct change is also, we think, 
to be observed in the attitude of the skilled journalist, 
who, though he may publish the confident assertions 
so profusely made, has grown far less ready to father 
them and to blame the medical profession for not 
accepting them and acting upon them. 

Sir Berkeley Moynihan discussed with great 
common sense—if we may use the phrase without 
appearing impertinent—the knowledge we have, both 
positive and negative, and drew two conclusions as to 
what can be done for and by this generation. For the 
man and woman of to-day the essential fact is that 
cancer is always at first a local disease—not a general, 
or, as some quacks advertise, a ‘‘ blood disease.” 
Therefore the treatment of cancer to-day is by removal 
of the primary lesion. If we do not yet know how to 
prevent cancer we know how to prevent its extension 
in the individual. The lecturer did not tell the public 
baldly, as some in search of a slogan have done, that 
‘* cancer is curable.’’. He said that it may be cured if 
certain conditions are fulfilled, but that they can be 
fulfilled only if the individual knows and acts upon 
ascertained facts. The fear of cancer is very general 
and very deep, and often has an effect directly opposite 
to that which common sense would dictate. Else- 
where in this issue is the report of a case (p. 187) in 
which a woman suffering from a non-cancerous disease 
endured extreme pain and discomfort rather than go 
to a doctor for fedr that she might be told that it was 
cancer. This state of apprehension is so common as to 
-be within the experienée of évery practitioner, and the 
lecturer quoted with approval Mr. Hastings Gilford’s 
statement in his recent: book to the effeet that this - 


real facts into the consciousness of the public causes 
‘* the subject to assume forms in the imagination more. 


Moynihan said, ‘‘ fear should be the fear of delay.” 
Therefore it' is that the Yorkshire Branch. of the 
British Empire Cancer Campaign, -the establishment 
of which with a sufficient capital-sum at its disposal 
is so largely due to his own efforts, has realized the 
necessity for the education of the public. ~ ; 
His second conclusion is that*a strenuous cffort 
must be made at once to discover by research— 
‘* ceaseless research ’’—the cause or causes of cancers 
Here much more is being done than even a few years 
ago. The hand was first placed to the plough by, 
the clinicians and histological pathologists of the last 
quarter of the last century, who found out, with much 
labour, what the cancerous process really is. The 
ground was turned over again by the Imperial Cancer 
Research Fund, which applied the experimental 
method; and now research is being eagerly prosecuted 
in many places and by clinical, epidemiological, und 
laboratory methods. In London there are, in addition 
to the fund just mentioned, the wards and laboratories 
of the Cancer Hospital and of the Middlesex Hospital ; 
in Manchester there is the organization of which an 
account was given a fortnight ago (p. 116); and for the 
whole country, or rather for the whole Empire, there 
is the British Empire Cancer Campaign, of which the 
Yorkshire scheme is a branch; in Liverpool, as our 
readers know, a courageous plan for treating cancer, 
when already present, is being tested. The three 


the newspapers and popular magazines. This is, of 


methods of research—the epidemiological, the clinical, 


attitude must be wrong, and that failure to force the ~ - 


terrifying than they actually are.’’ As Sir Berkeley. - 
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and the laboratory, must go hand in hand. Hitherto 
the clinical has gone ahead, but he who would seek to 

‘put it into antagonism with the others ‘will do the 
cause no service. 


CONTROL OF INFLUENZA. 
Ix February, 1919, during the great influenza pan- 
- demic, which surpassed all its predecessors in severity, 
the Local Government Board drew up a memorandum 
on the prevention of influenza. On July 1st of that 
year the Local Government Board became merged in 
the newly created Ministry of Health, and in the 
following December, when a further outbreak seemed 
possible, the Ministry issued to sanitary authorities 
a revised version of the memorandum. Now, seven 


and a half years later, in view of the prevalence of | 


influenza in certain countries abroad, and the ‘‘ possi- 
bility ’’ (now unfortunately fulfilled) of the epidemic 
spreading to this country, a third edition has been 
prepared, and copies were circulated on January 19th.' 
The returns of deaths due to influenza are a good 
index of the severity of an outbreak, but the extent of 
its spread cannot gauged like that of a compul- 
sorily notifiable infection. It appears from a circular 
-accompanying the memorandum that ‘‘ neither the 
incidence of, nor the mortality from, influenza in 
this country is at present such as to cause serious 
anxiety.”’ Nevertheless, though the cases are for the 
most part mild, as compared with those of 1918-19, 
all the indications, public and private, go to show that 
influenza is now very prevalent in England, and the 


number of deaths attributed to it has in fact been. 


rising week by week. A concise statement of present 
knowledge about this baffling complaint, such as the 
Ministry of Health has now issued, is therefore timely. 

As before, the memorandum is arranged in three 
parts. A short introduction, historical and epidemio- 
logical, precedes some general observations on in, 
fluenza and the individual action required in times-of 
epidemic, and these are followed by an outline of the 
steps that should be taken by sanitary authorities to 
combat outbreaks and assist the victims. The intro- 
duction has been brought up to date in various 
respects, mainly by showing in tabular and graphic 
form history of influenza in England and Wales 
since 1919. The second part contains a good deal of 
new matter, and we note that some suggestions for 
personal protection have been modified. Thymol is 
now favoured for gargles and mouth-washes; face 
masks are no longer advised; and as for prophylactic 
vaccines, ‘‘ such direct evidence as the Ministry has 
been able to collect does not encourage an optimistic 
view of their value.”’ But it is in the paragraphs on 
the bacteriology of influenza that the great uncertainty 
of our present knowledge of this disease is most cleariy 
brought to light. Negative statements abound. Thus: 
** No sure means are yet available for distinguishing 
the ‘ common or influenzal cold ’ from true influenza, 
nor is it yet certain that they are distinct clinical 
entities.’’ And again: ‘‘ No conspicuous advance has 
been made recently in our knowledge of the bacterio- 
legy of influenza. Opinion is still divided between 
adherents of Pfeiffer’s theory and those who believe 
that the true causal agent is some other organism— 
probably a filter-passer. . . . The present outlook as 
to the primary causation, therefore, is not particularly 
hopeful.’’ 

If to know how little we know is the beginning of 
wisdom, then some progress has been made since the 


last pandemic. We have learnt that our ignoranca 
about influenza is even greater than was supposed. 
But negative findings in a matter of such great public 
importance should act as a spur to further extensive 
and intensive research into the natural history of the 
disease, and into the character and life-history of its 
infecting agent. Prophylaxis fights with one hand 
tied behind its back so long as etiology is obscure. 
It is true that some attempt is made in the memo- 
randum to answer the question why bacteriological 
progress is so slow, but this philosophical explanation 
will give cold comfort to the practical sanitarian. The 
common-sense advice on what a patient should do 
when attacked is helpful. Equally sound is the advice 
to local authorities on the steps they can usefully 
take during a wave of epidemic prevalence, with its 
insistence that the most important thing for them to 
do is to organize the available nursing service and 
provide help for influenza-stricken households. But 
all this only emphasizes the need for some practical 
and efficient method—based on knowledge—for pre- 
venting and controlling this readily communicated 
infection of the upper respiratory passages. It is 
therefore gratifying to read that since the Report on 
Influenza was published by the Ministry of Health in 
1920 other investigations have been initiated under its 
auspices, and “‘ a comprehensive study is being made 
of the flora of the nose and throat, with particular 
reference to the organisms associated with the compli- 
cations of influenza, and the possibility of correlating 
changes in their distribution with the occurrence of 
epidemics.’’ ‘The present outbreak should afford 
opportunities for this kind of field work on a much 
larger scale than was possible under the war condi- 
tions of the last pandemic. 

The essential difficulty of the situation is well put 
in the following passage: ““ As vet we do not know 
the nature of the living virus to which influenza is 
due. The laboratory has not yet given us a specific 
form of treatment of influenza or of protection against _ 
it.”’ Since, moreover, no drug has been proved to have 
any specific influence as a preventive, it seems clear 
that a satisfactory means of checking the spread of 
this infection must await further and more intensive 
research. 


2 


VENTILATION OF “ALL-ELECTRIC HOUSES. 
Waen Leonard Hill shut up his devoted hand in the 
hermetically sealed glass chamber till the percentage of 
oxygen had fallen so low that a match could not be 
ignited, he found that the uneasiness produced was at 
once relieved by the cooling effect of air set in motion by 
electric fans, and so proved in a convincing manner that 
the discomforts felt in vitiated air are due to its warmth 
and humidity, which interfere with the normal heat-loss of 
the body and so derange its function. The use of fans has 
been found beneficial for crowded halls, and in warm 
climates for habitations, but this can scarcely be recom- 
mended as conveniently applicable to the ordinary dwélling- 
house in this country. We therefore have recourse to 
ventilation, which replaces the warm moist air inside by 
cool and relatively dry outdoor air. Ventilation is good 
not only for comfort, but also as a safeguard against the 
spray infection by which many communicable diseases are 
spread, since the enterirg fresh air sweeps all iil things 
away, including the floating germs. The cir¢ulation of air 
through inhabited rooms has thus a double value. One of 
the best means to secure it is'a flue or shaft opening 
permanently into the open air. In the form of a chimney 
its use has hitherto been practically universal in Great 
Britain for all houses great and small. With a good fire 
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burning the average chimney may circulate 20,000 cubic 
feet of air an hour. Without a fire, so long as the chimney 
retains its heat, a current of air moves steadily up it. 
Even after it has covled down the blowing of the wind 
across its free opening acts as an aspirator for the room 
and keeps the air in continual movement: In rooms 
without chimneys it is recognized that an alternative 
arrangement is necessary. Some building by-laws require 
the provision of a shaft in the ceiling, leading vertically to 
the open, to give the chimney effect. In the “ all-electric ”’ 
houses now being erected by certain local authorities, which 
need no fireplaces and so possess no chimneys, air-bricks 
set in the walls of rooms are the device proposed. The 
value of these appliances has been questioned. In view 
of the well known capricious action of most aids to natural 
ventilation, it is perhaps somewhat rash to dogmatize 
beforehand on the probable conduct of the air-bricks, but 
whether they act as inlets or outlets, or both, they seem, 
en the whole, unlikely to be such effective exhausts as the 
chimney or ceiling shaft, and therefore less fitted to keep 
the air of rooms in gentle and steady circulation. It may 
be conceded that the cost of special ventilating shafts for 
these subsidized houses would be a serious item; it may be 
conce:led also that windows are supplied which people can 
open if they will; yet ‘the impression remains that the 
‘all-electric’? house, bereft of its chimney for reasons 
of economy, will prove to be less adapted for automatic 
ventilation than the old-fashioned dwelling with its grates 
and cval fires, which decerate the air of our cities with 
smoke wreaths and produce our winter fogs. The prevalence 
of air-communicable infectious disease in ‘‘ all-electric ”’ 
houses, should they be erected in sufficient number to 
afford material for an inquiry, may throw an interesting 
light on this question in the years to come. Experientia 
docebit. 


LABORATORY SERVICES IN AUSTRALIA. 
We referred lately! to the measures now in prospect in 
Australia to carry out the recommendations of the Royal 
Commission on Health for the more effective co-ordination 
of the health services of the Commonwealth and its con- 
stituent States. An estimate of the advances which have 
already been made, as exemplified in the provision of 
scrums, vaccines, and other biological products, may be 
formed from a recent account of the Commonwealth 
Labvratory Service prepsred by the acting Director of the 
Laboratory Division of the Commonwealth Department of 
Health. Prior to 1914 Australia was almost entirely depen- 
dent on supplies of biolegical products obtained from over- 
seas. During the war these imports rapidly diminished, 
till an ecute shortage of diphtheria antitoxin brought 
matters to an issue, and a scheme was devised by Dr. 
J. H. L. Cumpston for the establishment of laboratories, 
situated within the Commonwealth, for the preduction of 
these substances. After preliminary work during 1917 at 
the Melbourne Hospital, the Central Laboratories at Royal 
Park, Melbourne, were occupied in 1918. Tn 1921 a further 
movement was begun to set up clinical pathological Jabora- 
tories in country stations throughout Australia. There are 
three such laboratories now in Queersiand, one in each of 
the remaining feur mainlend States, and one in New 
Guinea, making eight in all. They act in co-operation 
with the Institute of Tropical Medicine at Townsville in 
Queensland. The work of the Commonwealth Laboratories 
at Melbourne includes the preparation of serums for the 
treatment of diphtheria, anthrax, cerebro-spinal fever, 
pneumonia, puerperal fever, scarlet fever, gonorrhoea, 
influenza, and tetanus. Vaccines are produced for the 
prophylaxis or cure of cholera, dysentery, typhoid fever, 


influenza, whooping-cough, plague, and other diseases. 
Insulin also is prepared in large quantities, and the need 
for a continuously available supply is kept prominently in 
view. Another staple product is calf lymph for vaccination 
against small-pox. The laboratory staff carry out epidemio- 
logical inquiries, and investigate epizoédtics, such as plague 
in rats, which threaten the health of the community. 
Milk, food, water, and sewage are analysed; bacteriology 
is taught, and medical officers and technical assistants 
are trained in public health work. Among pathological 
researches the cancer problem has engaged attention. The 
eight country iaboratories perform diagnostic work in 
bacteriology, biochemistry, and clinical pathology, investi- 
gate local outbreaks of disease, and act as local distri- 
buting stations for the biological and other products of the 
central laboratories at Melbourne. Some, having z-ray 
plant, can extend to surrounding medical practitioners 
the resources of radiology. Some have also made special 
inquiries into particular problems—such, for example, as 
diphtheria at Bendigo, miner’s phthisis at Kalgoorlie, lead 
poisoning at Port Pirie, and a typhus-like disease at 
Toowoomba. Tho laborator y system of the Commonwealth 
is fundamental to the health of Australia. Alike in its 
centre and in its country branches, it reflects much credit 
on those who devised it and first set it in motion. In ten 
years it has won independence for Australia in the matter 
of biological products—an asSet of primary importance 
whether in peace or war. Centred at Melbourne and 
ramifying into the States, it suggests to the mind the 
value of co-operative action, and by its mere existence 
may serve as a stimulus to that further co-ordination 
between the Commonwealth and the States for health 
purposes which the Royal Commission has advised. 


THE RATE OF THE CIRCULATION. 
Many efforts have been made to devise a method for 
determining the rate of the circulation in’ man. For 
various reasons the laboratory methods have not been 
applicable; that of Fick, for instance, needed a sample of 
bleod drawn by puncture from the right ventricle. Several 
modifications, by which the gas content of the venous blood 
was obtained indirectly, were devised in order to apply the 
method to man, but the results were not consistent and 
reliable. More recently a methed involving the inhalation 
of nitrous oxide was suggested by Krogh and Lindhard. 
This, however, did not yield consistent results in practice. 
Quite recently Henderson introduced a method depending 
oa the inhalation of ethyl iodide, which would seem to be 
casy of application and to give consistent results. It has 
been used at the London School of Medicine for Women, 
and Professor Cullis and her colleagues, Olive Rendel 
(Riddel! Research Fellow of the Obstetrical and Gynaeco- 
logical Unit) and Ellen Dahl, believe that it is capable of 
wide clinical application.'. A similar experience has been 
reported with the same method in Germany. In order to 
estimate the rate of the circulation the following data are 
necéssary: (1)'the volume of inspired air; (2) the concen- 
tration of ethyl iodide in inspired air; (3) the concentration 
of the ethyl iodide in the expired air; and (4) the concen- 
tration of the ethyl iodide in the alveolar air. The 
solubility of ethyl iodide is such that its absorption depends 
entirely on the flow of blood through the lungs. The 
amount absorbed in the experiment is far below the 
threshold of any pharmacological action. It is so thoroughly 
‘destroy ed in the body that the venous blood reaching the 
lung may be regarded as free from ethyl iodide. The 
distribution between the air in the alveoli and the blood is 
such that the amount in the alveoli needs to be multiplied 


* British MepicaL JourNxaL, December 25th, 1926, p, 1234. 


1 Journ. of Physiol., \xii, I, p. 104 
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by 2. The amount of ethyl iodide in the various samples 
of air can be very accurately estimated by passing the air 
over iodine pentoxide. The difficulty at the moment is to 
obtain with the apparatus designed by Henderson a real 
sample of the alveolar air, and Dr. Cullis found it necessary 
to check the sample so obtained against those obtained by 
the Haldane-Priestley method; that in use tended to give 
too low values for the CO,. Apart from this criticism, 
which probably can readily be met, the method is said to 
be easy, readily applicable, and to give consistent results. 


The actual calculation of the circulation rate is derived 


from the fraction © = circulation rate. The numerator 


(a) is got by multiplying the volume of inspired air per 
minute by the difference between the content of ethyl 
iodide in the inspired and the expired air. The denominator 
(4) represents the content of the alveolar air in’ ethyl 
iodide multiplied by 2. The result is usually expressed as 
the stroke index—that is, the output per beat in cubic 
centimetres per kilogram of body weight. For a normal 
man at rest Henderson got a stroke index of 1.5 to 1.8. 
In the recumbent posture this rises to 2 ¢.cm.; when 
standing it drops to 1 c.cm.; during vigorous exercise it 
may reach 3.5c.cm. Dr. Cullis and her colleagues obtained 
a figure of 1.7 c.cm. for the stroke index of women at rest. 
The method should have considerable clinical value if 
further experience justifies the claims put forward. 


NASAL OBSTRUCTION AND JAW DEVELOPMENT. 
Frw structures in the human body have been submitted 
to so searching a scrutiny as the jaws, a fact which is well 
evidenced in Dr. Sim Wallace’s Cartwright Prize essay on 
variations in the form of the jaws, which has now been 
published.' To mention only the lower jaw, precise investi- 
gations have been carried out to elucidate the why and 
wherefore of variations as regards size and form, not only 
of the whole bone, but also, by separate researches, of its 
individual parts—its ” body, ramus, coronoid and condylar 
processes, angle, alveolar border, mental process, mylo- 
hyoid ridge, genial spines, and teeth. In many instances 
these researches have been conducted with a precision 
which is remarkable; for instance, it has been estimated 
that the breadth of the dental arch in bottle-fed infants 
is narrower than in breast-fed children by a fraction of a 
millimetre. The subject is the more interesting owing to 
the varied standpoint from which it has been approached. 
For~the anthropologist the lower jaw has always had a 
great attraction ; to the biologist it affords many fascinating 
problems ; to the physiologist it presents numerous instances 
of the correlation of form and function; while to the 
‘medical practitioner its importance in connexion with such 
conditions as pyorrhoea and oral mal-hygiene is now well 
recognized. One of the most interesting sections of Dr. 
Wallace’s essay is that relating to the growth of the 
alveolar processes in the vertical direction and the height 
of the palate. It has been customary to refer the well 
known facial deformities associated with the presence of 
adenoids to the habit of mouth-breathing and the pressure 
of the cheeks on the dental arches. It has been supposed 
that when the posterior nares are blocked by adenoids 
there results a cessation of the rhythmic increase and 
decrease of pressure in the air sinuses, which is assumed 
to occur during respiration, and that defective expansion 
of the maxillae, high palate and narrowing of the face, and 


‘other deformities observed are due to this circumstance. 


The author is inclined to reject this theory for more than 
one reason. Statistics have shown that in a thousand normal 
children the facial deformities are almost as frequently 


2 Variations in the Form 
L.D.S. London: Bailliére 
pp. xii + 265; 84 figures. its, 6d. net.) 


J. Sim Wallace, M. D., D.Se., 
2927.. OY: 16mo, 


met with as in children who had been operated on for pro- 
nounced adenoids, proving, apparently, that the deformities 
and the adenoids are independent phenomena. Dr. Wallace 
is disposed to attribute the deformities to deficient action 
of the masticatory muscles in early life, resulting in 
imperfect growth of the jaws. Defective action of these 
muscles in the growing period leads to overeruption of the 
molar teeth and heightening of the alveolar processes 
anteriorly and of the palate. This, with the defective 
development in the size of the jaws, leads to the produc- 
tion of the narrow, hatchet-shaped face which has been 
attributed to the presence of adenoids. The hatchet face 
is commonly found in cold and damp climates, where the 
nasal passages become blocked, more or less ‘habitually, 
long before adenoids cause any obstruction. The congestion 
of the mucous membrane and the discharge not only impede 
respiration, but indirectly interfere with the due exercise 
and development of the muscles of mastication. The 
practical deduction from these observations would seem to 
be that the proper treatment both of adenoids and the 
facial deformities is prophylactic, and should be directed 
towards the removal of all conditions which interfere with 
the due exercise of the masticatory muscles in infancy. 
We have referred to one point only in this interesting 
essay; other sections, dealing with such subjects as the 
effects of pressure and tension on the growth of the jaws, 
the post-natal developments of the jaws, and the mechanism 
of production of superior and inferior protrusion and the 
open bite, are hardly less interesting. The whole subject, 
with its numerous and somewhat complicated data, is 
handled with exceptional lucidity. 


ST. HELENA. 
A CORRESPONDENT has sent us a copy of the S. Helena 
Diocesan Magazine for December last, which is edited and 
printed by the Rev. L. C. Walcott, the vicar of James- 
town. This little monthly of fourteen pages resembles a 
parish magazine, but it is the only thing in the way of a 
newspaper that is published on the island. It is well 
known that St. Helena is a volcanic island whose origin 
has impressed upon it its picturesque and rugged character. 
It has a population of little more than 3,500, and, judging 
from the magazine, the principal occupations of the 
islanders are growing and preparing’ New Zealand flax 
from the familiar Phormium tenar and playing cricket, 
for the programme for’a season of less than three months 
includes twenty matches. The account given of the flax 
mills displays a darker side of the picture. An editorial 
paragraph states that the hours of labour are sixty-six 
a week, yet these long hours are not objected to by the 
workers, because it is piece-work. But the writer says that 
these hours have a bad effect, and he attributes the 
prevalence of weak hearts among the people to this cause. 
Certainly eleven hours is much too long for a night shift, 
and probably both employers and employed would benefit 
by a shortening of the hours of labour. The vital statistics 
of St. Helena, as far as they can be gathered from the 
record of baptisms, marriages, and burials for August and 
September, are satisfactory. There were 15 baptisms, 
19 marriages, and 7 burials (3 of females and 4 of males, 
the latter including an infant 6 days old). Excluding the 
last named, the aggregate age of the three males was 183, 
and of the three females 125 years, giving a very unusual 
ratio, but the numbers are obviously too small to furnish 
any trustworthy average. Beyond these statistics there is 
no mention of the health of the island, from which we 
may conclude that no unusual sickness existed. The editor, 
however, has extracted from the St. James’s Church Books 
a note of a small-pox scare in 1789 and of the measures 
then taken to protect the people of the island. The 
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Governor at that time was Colonel Robert Brooke, who 


wrote a letter to the vestry meeting warning them of the | 


necessity of taking measures to prevent the spread of small- 


pox, which had been brought to the island by shipping. | 


He reminds the vestry that: ‘It was argued I suppose 


that ships heretofore had come into harbour with~ small 


Pox on board and the very Clothes of the Sick washed 


without infection spreading, that of course no such Dis- | 


temper could ever get footing amongst us.’? He went on to 
recommend unanimity and equanimity and the measures 
advised by the surgeons, Messrs. Kay and Dunn. These 
included isolation of the sick in a special hospital and 
postponement of inoculation of the susceptible population 
till it was seen if the infection spread, and these recom- 
mendations were adopted. We have no information as yet 
as to the subsequent history of this threatened epidemic. 
We hope that Mr. Walcott will publish the results of 
further inquiry in a subsequent number of the magazine. 
In 1789 the island was a possession of the Honourable 
East India Company, and flourished on the trade of 
furnishing supplies to shipping, but after the opening of 
the Suez Canal and the consequent decline of the sea traffic 
round the Cape of Good Hope it fell upon evil days, ‘so 
that at present only about thirty vessels call there annually. 
The introduction of the phormium flax industry and of 
lace-making has increased the prosperity of the community. 
St. Helena, which boasts a St. Paul’s Cathedral, is an 
episcopal see, of which the diocese includes the islands of 
Ascension and Tristan da Cunha, that lonely island about 
which an annotation appeared iti éur issue of January Ist 
(p. 28). Opportunities of the Bishop’s visiting his flock 
and the newly appointed vicar of St. Mary’s on Tristan 
are very rare, but communication with Ascension, which 
has a population of over 1,400, is direct and regular. 


SLEEPING SICKNESS IN A FRENCH COLONY. 
Frencn Equatorial Africa extends from near the tropic of 
Cancer to five degrees south of the equator. It touches 
Lake Chad, and includes the Cameroons and the Middle 
Congo. As stated in a recent account of French overseas 
medical services; if is at present the scene of an outbreak 
of sleeping sickness of very great severity. This disease, 
transmitted to man by the tsetse fly, though uncommon in 
French West Africa, is widely endemic in the equatorial 
colony. In all districts south of Fort Archambault it is 
creating such havoc as to challenge the resources of the 
local administration. In Upper Shari, of 101,195 persons 
examined, 4,518 had sleeping sickness. In Ibenga-Motaba: 


the corresponding. figures were 51,679 and 2,986. For indi-- 


vidual villages in Middle Logona the endemic index has 
ranged from 35.71 to 90 per cent. Economically and in 
general this visitation has had disastrous results. Saiak, 
for. example, once a thriving post and possessed of a 
factory, is now derelict. Dr. Huot, who is familiar with 
the country, has remarked that in all seriously infected 
areas virulent outbreaks of trypanosomiasis are preceded 
by political disturbarice. Exactions by chiefs, rivalry of 
races, or the inherent turbulence of the tribes produce con- 
ditions which may amount to anarchy. Cultivation lapses; 
regular villages are abandoned, and their whilom inhabit- 
ants wander through the bush in continual fear of their 
enemies. Malnutrition soon overtakes them; their resist- 
ance to the fly-borne ‘trypanosome is lowered, and as a 
result their endemic infection assumes an epidemic form. 
The view has been held that in these stricken areas people 
flee from their villages to escape from an epidemic already 
loosed among them. Dr. Huot’s observation is to the 
opposite effect. The flight precedes the epidemic outburst, 


and is its determining cause. The campaign against 
sleeping sickness in French Equatorial Africa was organized 


“in 1921, when the infected territory was divided into 
. centres, each with a mobile sanitary detachment. The pro- 
‘ phylactic measures adopted are therapeutic, preventive, and 
administrative. The therapeutic line of attack has had 
most success. It is the elimination of trypanosomes from 
the peripheral blood of patients -by six separate injections 
of atoxyl at intervals of ten days. Its rationale is 
obvious: a patient so treated, though bitten by a tsetse 
fly, is not a. source of infection. The preventive measures 
include clearing the undergrowth which the fly frequents, 
wearing puttees, using mosquito curtains, and proofing 
river steamers with wire gauze. Among the administrative 
measures are the resettling of villages, the collection of 
infected communities in accessible places, the supervision of 
labour, and the control of: migration. The prophylactic 
centres now number twelve. The medical . personnel is 
forty-two, and will be -raised to fifty. The control of 
sleeping sickness in this wide region, four times the size 
of France, makes high demands upon the devotion of the 
officers engaged in the work. The progress of the campaign 
_will be watched with interest in eres, which | has ae 


THE STEAM CAUTERY IN, TREATMENT SKIN 
AFFECTIONS. 
demonstration was given at the meeting of. 
‘the Section of Dermatology of the Royal Society of 
‘ Medicine ou January 20th with the steam cautery devised. 
‘by: Mr. H: §.-Souttar; on the suggestion of Dr. J. H. 
. Sequeira, for the treatment of large fungating carcinomata 
of the face difficult to deal with by direct surgery. The 
arrangement used consisted of a small boiler, heated by 
motor fuel, the steam from which passed through the flame, 
and emerged in a superheated condition. An applicator, 
which could be of any diameter, was screwed on to the end 
of the steam‘nozzle, the steam keeping this applicator at a 
constant. temperature of 100° C. Mr. Souttar demon- 
strated the action of the cautery on a piece of meat, which 
showed definite coagulation within one minute. He said 
_that penetration took place at the rate of about one inch 
in ten minutes..-He had used it for a tumour of the face 
six inches in -diameter. He showed two cases in which 
epithelioma had supervened upon lupus, and in which, after 
treatment in this way, there was no deformity. When a 
growth of the face was being treated.a finger placed in ~ 
the mouth prevented the process from being carried too far. 
,Mr. Souttar’s most remarkable result with it was in the 
case of a large burn, caused by z rays, on the epigastrium, 
‘in which he had to excise a block of tissue 4 inches in 
diameter: A clean first-intention wound was produced, 
and there was only a line such as would be left by an upper 
abdomen operation when the patient returned home. He 
thought the apparatas might have a wide application in 
dermatology. Dr. Henry Semon showed four cases which 
he had treated with Mr. Souttar’s apparatus. One was a 
patient with lupus vulgaris of the face and neck of twenty 
years’ duration ; another -had- epithelioma of the ear of. 
four years’ duration, and-after diathermy perforation of 
the cartilage had eceurred, and the condition came again; 
another was a hairy mole; ‘which developed a keloid forma- 
tion, for which radium was being applied; and the fourth 
was a case of epithelioma at the external angle of the 
orbit. He had found that the apparatus quickly checked 
haemorrhage. Dr. Sequeira said that he could confirm all 
that had been said of the method by Mr. Souttar and Dr, 
Semon. He asked whether it would be safe to use the 
method when ether was the anaesthetic, bearing in mind 
the serious accidents which had happened with ether when 
diathermy was carried out. One great advantage of the 


method was that the operator had it completely under 
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control. Mr.- Souttar, answering several questions, said 
that the apparatus was commercially available. There was 
no risk of exploding ether when using the apparatus, as 
the applicator never rose above the heat. of steam; even 
when oxygen was being used there was no such risk, and 
the apparatus was being made even safer by introducing 
wire gauze, after the principle used in the safety lamp 
for miners, The rate of penetration could be taken, 
roughly, as inversely proportional to the square of the 
distance. For such a condition as spider naevus the 
application would be only momentary. Haemorrhage did 
not follow when this method was used, and there was 
absolute control with it. He did not see why it should not 
be used to cause haemostasis in deeper regions of the body, 
such as the bladder, and it seemed specially adapted for 
treating carcinoma of the cervix. 


STRANGEWAYS MEMORIAL. 
‘'T. 8. P. Srrancrways, whose premature death we recently 
recorded, has left a widow and seven children, the five 
youngest of whom are still being educated. It is known to 
many that any part of his income which was not required 
for household expenses was habitually used by him to 
assist the Research Hospital. The immediate needs of the 
family have been met: by subscriptions from friends in 
Cambridge, but a larger sum wil] be required to complete 
the education of his sons, the eldest of whom is in his 
second year at Trinity Hall. During the last thirty years 
.many Cambridge medical men have been taught by 
Strangeways the essentials of pathology, and may feel that 
this is an opportunity of expressing their appreciation of 
these services, of his additions te medical knowledge, and 
of his scientific work. Cheques should be drawn to Lloyd’s 
Bank, Cambridge, and crossed ‘‘ a/c Strangeways Memorial 
Fund.”” They may be sent to the manager of the bank, 
Mr. G. F. C. Gill, who has kindly consented to take 
charge of the account, or to Sir Humphry Reolleston, 
Southfield, Cambridge, or to Professor H. R. Dean, Dr. M. 
Donaldson, Dr. G. P. Bidder, Dr. L. E. Shore, or Dr. 
Cobbett. A meeting will be held at the Royal Society of 
Medicine at 5 p.m. on Wednesday, February 2nd, at which 
all those who sympathize with this appeal are invited to 
be ‘present. 


: A RETROSPECT WITH A PURPOSE. ’ 
Proressor Ricarpo . Director-General of Public 
Health at Lisbon and delegate from Portugal to the Office 
International d’Hygiéne Publique, who is due to take part 
in the discussions of the International Sanitary Con- 
ference to be held in Paris next May, has, like a knight 
of old, proclaimed his credentials before entering the lists. 
He has reprinted in the Archives of the Central Institute 
of Hygiene at Lisbon some previous pronouncements of 
his to serve as a reminder of the stand which he made in 
the past on questions proposed for debate at the meeting 
in Paris. This publication will doubtless be effective for 
its ostensible object, and at the same time will make a 
wider appeal, since it reviews in a lucid and cogent manner 
epidemiological topics of general interest. Professor Jorge 
is against any tightening of the regulations for the control 
of sea-borne yellow fever. The disease is in full retreat 
- in its own endemic areas; what need for rigour elsewhere? 
Stegomyia, its vector, is commen in Portugal, yet between 
1860 and 1921, though twenty-nine ships brought yellow 
fewer to Lisbon, a quarantine officer and half a dozen dock 
labourers employed on board the ships concerned were the 
_ only persons infected. Of these twenty-nine ships twenty 
- arrived before 1880, none after 1911. This well marked 
decline is ascribed, among oth # causes, to the increased 
number of iron ships.. The old-time wooden.ships were good 
breeding places for stegomyia: it does not survive the 


4 
Voyage in the bilges of iron steamers. Professor Jorge 


lays stress on the epidemiological distinction between the 
pneumonic and the bubonic types of plague. Nosologically, 
he says, there is but one plague; epidemiolegically its two 
forms are different diseases. Pneumonic plague, unlike 
bubonic plague, is primarily and solely pulmonary. It is 
transmitted from person to person without intermediary. 
It is readily controlled by isolation of the sick and contacts. 
It prevails in cold: climates, though not restricted to them. 
Further, there is no question in its prevalence of symbiosis 
with any other organism. In particular, it has nothing to 
do with concurrent influenza. It is usually preceded by 
bubonic cases, though not invariably. Professor Miiller 
and his assistants died of pneumonic plague at Vienna in 
1888 from a direct laboratory infection: there were no 
preliminary glandular seizures among them. Owing to the 


| fact that these and other pronouncements were originally 


uttered in course of debate, much of the reprint is contro- 
versial in form. The arguable points will come up at 
Paris in May. In the meantime it may be permitted to 
refer to Professor Jorge’s-views.on general policy. They 
are on broad lines. . Regarding interference with persons 
or goods as applied to infected ships, his opinion is that 
the means should fit the end but should not overstep it. 
He deprecates needless restriction of trade. ‘ Hygiene,”’ 
he says, “‘ is a social question, and must keep touch with 
other social interests. The circulation of wealth is the basis 
of all well-being, and therefore of health also.’’ 


THE EPIDEMIC OF INFLUENZA. 
Expert epidemiologists find reason to hope that the worst 
has been seen of the present recrudescence of influenza, 
although the number of deaths attributed to it have 
increased. The notifications of pneumonia were declining 
for the country as a whole in the week ending January 
15th. The deaths attributed to influenza in London during 
the last three weeks were 72, 137, and 197; in the whole of 
the great towns of England and Wales, 172, 326, and 470. 
The age distribution of deaths has been that which, with the 
immensely important exception of the great pandemic of 
1918-12, has been usual in outbreaks of influenza—namely, 
that the brunt has been borne by the elderly. The regional 
distribution of deaths shows that, so far, London and its 
environs have suffered more than other parts of the 


country. 


THE HALF-YEARLY INDEXES. 

Tur usual half-yearly indexes to the Journat and to the 
SuppLeMENT and Eprromr have been printed; they will, 
however, not be issued with all copies of the Journat, but 
only to those readers who ask for them. Any member or 
subscriber who desires to have one or all of the indexes can 
obtain what he wants, post free, by sending a postcard 
notifying his desire to the Financial Secretary and Business 
Manager, British Medical Association House, .Tavistock 
Square, W.C.1. Those wishing to receive the indexes 
regularly as published should intimate this desire. 


- Wer much regret to announce that Dr. T. Ridley Bailey 
died onthe morning of January 25th. At the last meeting 
of the Council of the British Medical Association a message 
of sympathy was sent to him at the nursing home in which 
he had been operated upon. We hope to publish an 
obituary notice next week. 


thirteenth annual conference of the National Asso- 
ciation for the Prevention of Tuberculosis will be held at 
the British Medical. Association House, Tavistock Square, 
London,-on June 30th and July Ist. 
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“THE HASTINGS POPULAR LECTURE, 
CANCER AND HOW TO FIGHT IT. 


Lecrure By Sir BerkeLrEy Moyninan: ADDRESS BY THE 

MINISTER OF 
Aut the seats in the body of the Great Hall of the British 
Medical Association House, and all but a few in the back 
gallery also, were occupied by an atdience—chiefly of 
lay people—on Monday evening, when Sir BrrKeLry 
Moyninan, Bt., President of the Royal College of Surgeons, 
delivered the Hastings Popular Lecture. The hall seats 
700—a figure to bear in mind in view of the opening 
sentence with which Sir Berkeley startled his audience, 
that if the law of averages held good, one hundred of 
those present would die of cancer. The text of the lecture 
is published in this week’s SuppLement. The perfect 
elocution of the speaker; assisted by microphone and 
amplifiers, made every word clearly audible at any point 
in the hall. 

The Minister of Health (Rt. Hon. Nevitte CHampercar, 
M.P.), who was accompanied by Mrs. Chamberlain, 
presided, and he was supported by the President of the 
Association (Mr, R, G. Hogarth, C.B.E., F.R.C.S.) and 
Mrs. Hogarth, the President-Elect (Sir Robert Philip), 
the Chairman of the Representative Body (Dr. H. B. 
Brackenbury), the Deputy-Chairman (Dr.C.O. Hawthorne), 
the Treasurer (Mr. Bishop Harman) and Mrs. Harman, 
Mr. McAdam Eecles, F.R.C.S., Mr. E.B. Turner, F.R.C.S., 
and other members of the Council of the Association. 
Among others on the platform were the Right Hon. Lord 
Dawson of Penn, Sir StClair Thomson, Sir Robert 
Jones, Bt., Mr. G. H. Walmisley (Chairman, Public Health 
Committee, London County Council), and Colonel Sir 
James Magill (British Red Cross Society). .A telegram 
from Sir Harold Mackintosh (Chairman of the Executive 
of the Yorkshire Cancer Campaign), was handed to Sir 
Berkeley, wishing him, in the name of his friends of the 
campaign, a great meeting. 


The Minister of Health. 

Mr, Chamberlain said: We have come here to-night to 
take advantage of a unique opportunity—the opportunity 
of hearing the views of one of our greatest surgeons upon 
a subject which is of the very first importance and interest 
to the nation. Of all the diseases known to us none is 
looked upon with greater repulsion and apprehension than 
cancer, partly because of its nature, partly because of the 
mystery which surrounds its origin, but most of all, 
perhaps, because it appears to be marching on in a sort 
of irresistible progress, taking a greater toll of victims 
from our midst year by year. In 1850 the deaths from 
cancer were recorded as about 300 per million living; in+ 
1900 as 800 per million, and in 1925 as 1,336 per million, 
so that in the short space of two generations or less.the 
death rate from cancer appears to have increased fivefold. 
These figures are the more remarkable when you contrast 
them with those pertaining to other diseases. Forty years 
ago the death rate from tuberculosis was four or five times 
that from cancer; to-day the cancer death rate is about 
one-third greater than that of tuberculosis. Making allow- 
ances for certain qualifications, these figures still justify 
the general public anxiety, and make it necessary that we 
should use all our resources in fighting this great evil. 
In that fight everybody must take part—the Ministry of 
Health, the local authorities, the research investigators, 
the medical profession, and the general public. As 
Minister of Health I am directed by Act of Parliament to 
take measures for the prevention and cure of diseases, and 
also to undertzke ‘ the collection, preparation, dissemina- 
tion, and publication of information and statistics relating 
thereto.”” In the case of cancer we cannot at the Ministry 
of Health do anything in the way of treatment, and there 
is very little, so far as we can tell, that we can do in the 
way of prevention. What we do is to collect from every 
possible source information about cancer, its cause, nature, 
and action, and the methods of treatment. We get that 


information from all kinds of sources—researches under- ! 


taken by organizations and individuals, hospitals, general 
practitioners, publications in foreign countries—and it is 
dissected, compared, classified, and published, partly in the 
form of technical articles designed for the profession, and 
partly in the ferm of official circulars which: are accom- 
panied by memorandums setting out the general facts 
in language ‘‘ understanded of the people,” largely as 


. material for local authorities by which they may instruct 


the public. 

The conclusion at which I have arrived is that the best 
chance of reducing the mortality from cancer lies in two 
directions: first, the encouragement of research, and 
secondly, public education. I have not observed that 
uniformity of opinion is more general among doctors than 
among politicians, and I am quite aware that there are 
differences of opinion about the way to deal with cancer, 
but it is conclusively demonstrated by figures that cancer 
in its earlier stages is by no means an incurable disease, 
and that the chances,of cure diminish rapidly if diagnosis 
and treatment are delayed. What I mean, therefore, by 
the education of the public is that the public should be 
enabled to recognize the symptoms which may be those of 
cancer, and having recognized them should lose no time 
in betaking themselves to consultation with those who can 
pronounce with greater certainty. We eannot in that way 
diminish the incidence of the disease, but we can increase 
the number of recoveries. I do not suppose that at any 
time there has been so large a number of skilled investi- 
gators at work upon this preblem, and it is well to remember 
that all the great discoveries of the past have been merely. 
the culminating point of a long series of investigations 
carried on by different people, in different places. It is a 
rash thing to prophesy, but I will venture to say that with 
the steady progress in research, with the attention which 
is being given to the subject in this and in all civilized 
countries, it is not unreasonable to hope that before 
another generation has passed the chief terrors of this 
nightmare will have been removed, and it is possible that 
cancer may be reduced to the category of those diseases 
of which man by his own efforts has made himself the 
master. (Applause.) 


Questions and Discussion. 

Sir Berkeley Moynihan then delivered his lecture, and 
at the close a brief period was allotted to questions. It 
was made plain that this was a lecture for a lay audience, 
and that any remarks from members of the audience should 
not be in the nature of expert discussion on causation, 
prognosis, or treatment. One gentleman in the gallery, 
whose remark was greeted with applause, complained that 
Sir Berkeley had urged them to yo to the medical man 
on the first signs of cancer, but he had not told them 
how those signs could be recognized. Other questioners 
were eager to ‘‘ draw” the lecturer on the subject of 
vegetarian diet. One gentleman wished to know why the 
mortality from cancer was three times as great among 
butchers, costermongers, and dock labourers as among 
clergymen, farm servants, and market gardeners, Others 
wanted Sir Berkcley to agree that there was an absence 
of cancer among primitive peoples, and that this was due 
to their simple life, or, again, that the cause of cancer 
was chronic constipation. 

The lecturer, in reply, said that it was quite impossible 
at a meeting of that kind to describe the early symptoms 
of cancer as affecting different organs in men and women. 
in the Yorkshire campaign, in twenty-six towns, a place 
had been arranged to which people could go during one 
week in each and hear lectures and see demonstrations by 
a medical man or woman and be really instructed as to 
what these signs were; later it was proposed to take a motor 
caravan and tour the Yorkshire villages. But one thing 
might be said in a general way, that where there were 
lumps, ulcers, fissures that would not heal, the doctor 
should be seen without delay. There was no lump in the 
body which one could afford to ignore, especially if it was 
in the breast and in a woman over 35. As to diet, Pro- 
fessor Mellanby had been asked to make a new inquiry, and 
to see whether there was any possibility of a connexion 
between cancer and diet. At present there did not seem 
to be any such connexion. It had been stated that cancer 
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did not occur in tribes living away from civilization. He 
had always been sceptical as to the evidence in favour of 
that assertion, and Sir Leonard Rogers had stated that 
malignant tumours were about as common in Bengal as 
in England. One questioner had asked whether anxiety 
produced cancer. Anxiety, like other things, such as ill- 
regulated diet, absence of exercise, or vicious habits, under- 
mined the health of the individual, and made him more 
likely to be the victim of cancer or of anything else that 
was going. ‘‘ One speaker has said that he has a theory 
as to the cause of cancer. I have never met anybody in my 
life who had not! Cancer is a subject of such popular 
interest, and the minds of men are so constituted, that upon 
these topics, as upon political topics, they arrive at con- 
clusions for which they have no evidence. We who, 
unfortunately,. live with cancer cases are:..certain with 
absolute finality of some things, but with regard to others 
we realize that there is much to be discovered.”’ 
Some further discussion was then allowed, and gave an 
opportunity to dietetic enthusiasts,’ one of whom even 
implicated the breakfast rasher. Some of the speakers, 
each of whom was allowed three minutes, evidently had an 
animus against the surgeon’s knife; on the other hand, two, 
who had been the subject of operations for cancer, one 
of them three years previously, spoke as to its benefit. 
The with one or two exceptions, were ail lay 
people, but Dr. Louis Sambon said a few words, remarking 
that early surgical treatment was not only of the greatest 
importance from the remedial but also from the pro- 
phylactic point of view. 


Votes of Thanks. 

Sir Arruur Spurgzon (Chairman of the Public Health 
Committee, Surrey County Council) moved the vote of 
thanks to the lecturer, and expressed the hope that in 
the home counties there would be campaigns similar to 
that which Sir Berkeley Moynihan had led in Yorkshire. 
The resolution was seconded by Mr. F. Barraciovcu 
{President of the National Union of Teachers), and was 
accorded with long-continued applause. i 

Sir Berxerzy Moyninan said that one of the speakers 
had probed the secret of his campaign. He had said that 
if such campaigns were successful .he and other surgeons 
would have to “shut up shop.’”’ That was exactly what 
he (Sir Berkeley) wanted. A very large part of the 
livelihood he was able to earn he got from operating on 
cases of malignant disease, but he never knew a more 
miserable moment than when operating on a patient with 
regard to whom he had to say “ Too late.’’ Surgery could 
do great things if given a chance. He hoped the campaign 
would mean that the surgeon would have a better chance 
until the happy day came when his activities might be 
abolished. Within its first year nearly £150,000 had 
been contributed to the Yorkshire campaign, and the 
effect of the appeal was not finished: yet. He himself 
knew the Yorkshireman better than most; he knew him 
inside and out—(laughter)—and he had succeeded in 
getting his hand very deeply into the Yorkshireman’s 
pocket. He concluded with an expression of gratification 
that the Minister of Health, who on more than one occasion 
had shown great interest in the work of the profession, 
had been able to preside that evening. 

Mr. R. G. HoGartn moved a vote of thanks to Mr. 
Chamberlain. He said that the British Medical Association 
as far back as 1868 had declared itself in favour of the 
formation of a Ministry of Health, and for fifty years until 
that idea came to fruition pressed on successive Govern- 
ments the urgency of that reform. That was all the more 
public-spirited of the Association because it must have been 
apparent that an efficient Minister of Health was bound to 
exercise powers which would impinge upon the unfettered 
activities of the profession. If some wondered why they 
were so quixotic it only showed the single-minded devotion 
of doctors to the public good. They realized how fortunate 
they had been since Mr. Chamberlain entered upon his 
office; they had to thank him fer being an enthusiastic 
and earnest Minister; he had gone far to make up the 
great shortage of houses, and had carried on an un- 
remitting campaign against the slum dwelling. He had on 
many occasions encouraged medical and scientific research. 


4 


‘disease and disorder. 


In the great campaign to improve the health of the people, 
which presented an ever-widening front as it moved 
forward, the office of the Minister of Health was un- 
doubtedly the most important, and to have the power to 
attack in their fastnesses the ancient enemies of the public 
health must be one of the most desirable things to a 
statesman of ability and imagination such as the present 
Minister. The medical profession was glad to recognize 
in him an expert municipal administrator as well as a 
statesman of courage and resource. Also he had been a 
most courteous and understanding Minister in his relations 
with the doctors, who were his most indispensable, as they 
were his most loyal, associates in the supreme cause of 
public health. (Applause.) 

Dr. Morton Mackenzie briefly seconded the vote of 
thanks, and expressed the feelings of the more than 
30,000 general practitioners who constituted the British 
Medical Association in their pleasure at seeing the Minister 
in their own home. | 

This vote of thanks was also heartily accorded, and Mr. 
CHAMBERLAIN, in reply, mentioned that he was associated 
with the medical profession as a member of a hospital 
board long before he. became Minister of Health, and he 
learned in those days to have the greatest admiration for 
the doctors, ‘‘ coupled with a wholesome respect for their 
power of candid friendship.’”” He had seen no reason to 
change that opinion since he occupied his present office, 
and he was proud of the support which had been given him 
by the profession in the endeavours he had made for the 
health of the community. He trusted that the present 
meeting, which had been very informative and successful, 
would be only the first in a widespread and vigorous 
campaign. 


England and Wales. 


Proprosep Apvisory Epucation CoMMITTEE FOR SovuTH 
WALEs. 
At a moment when the proposals of the Consultative 
Committee of the Board of Education for the reform of 
educational administrative areas and those of the British 
Medical Association for the reform of areas for health 
administration are, jointly or severally, exciting a good 
deal of discussion, it is interesting to note any practical 
action which is being taken for that co-operation in either 
of these spheres which is recognized as being the first step 
which can immediately be taken towards the ultimate and 
ideal unification of the administration of public health and 
education alike. It is not always easy to get self-contained 
authorities like county boroughs to realize that they have 
duties, moral if not legal, to their surrounding areas; nor 


‘to persuade a powerful county council that the non-county. 


boroughs and urban districts within its area can help very 
materially in solving some of the most difficult problems of 
county administration. On.the other hand, some examples 
of such co-operative arrangements made for the mutual 
benefit of a large number of local government areas are 


‘ not far to seeks In the County Palatine of Lancaster, for 


instance, such arrangements have for some time beey 
operative with regard both to tuberculosis and to mental 
At a meeting this month of the 
Swansea Education Committee Dr. Arbour Stephens, the 
chairman, put forward a proposal fer the establishment of 
a permanent advisory committee of the education autho- 
rities of South Wales and. Monmouthshire to deal with all 
matters within their sphere in which co-operation was 
desirable. Such a scheme would, he contended, tend to 
weld the educational forces of South Wales into a coherent 
whole, as well as to relieve the ratepayers. The matters 
suggested as the field for such a committee were: arts and 
crafts, especially those of a rural nature, music, adult 
education, appointments and vocational selection, and 
especially the provision for the educational and other care 
of physically or mentally defective children. The Swansea 
Education Committee asked for a further development of 
the idea by Dr. Arbour Stephens, and decided to con- 
sider this carefully at its next meeting. There is no doubt 
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that several of the matters enumerated are of such a 
nature that they cannot be effectively or economically 
dealt with by small authorities or in sparsely populated 
areas, and the resources, financial and other, of all the 
_local government authorities of a district, including county 
boroughs, are required to meet the needs. In quite a 
number of instances, as is suggested in South Wales, even 
the area of a county may be found far too small. Just at 
present, when there is, or should be, considerable develop- 
ment in the provision for mental defectives, for ortho- 
paedic treatment, and for the care of children with 
rheumatic heart affections or chorea, proposais or experi- 
ments of the nature indicated are of much importance. 
Clearly something beyond advisory powers for such a joint 
committee may become necessary, but as an initial step 
the suggestions of Dr. Arbour Stephens may well be 
favourably regarded in the area affected. 


Cen1raL Mripwives Boarp. 

The report of the Central Midwives Board for the year 
ending March 31st, 1826, has been published by the 
Stationery Office at 6d. It shows a net increase of 2,889 
midwives over the number appearing on the roll for the 
previous year. Of the 62,680 enrolled midwives, 44,777 
have passed the Board’s examination, 9,357 were admitted 
by reason of prior certification under Section 2 of the 
Midwives Act, 1902, and 612 midwives holding Scottish 
and Irish certificates are also included on the English roll. 
The trained midwives are consequently 54,746, as com- 
pared with 7,934 untrained, the percentage of the former 
having, risen to 87.3 from 86.5 in the previous year. Of 
the 190 institutions and homes in England and Wales 
where midwives may be trained, 62 are Poor Law institu- 
tions. In addition to these institutions and homes, 64 prac- 
tising midwives are approved as teachers, and 105 regis- 
tered medical practitioners as lecturers. Private training 
accounts for the addition to the roll of 1,319 midwives 
practising in 1925, or 9.2 per cent. of all practising mid- 
wives. The number of candidates entering for examina- 
tions during the year was 3,922, an increase of 131 over the 
previous year, and of the 3,824 who completed the examina- 
tions, 5,008 were successful. In view of the lengthening 
of the training period it has been decided that, for the 
present, four annual examinations shall be held in place of 
the six arranged in previous years. During the year under 
review thirty-four midwives were dealt with by the Board 
under its penal powers, fourteen names being removed 
immediately from the roll; six women were censured, two 
cautioned ; in two cases no action was taken by the Board; 
one midwife was suspended, and in nine instances sentence 
was postponed. A conference between members of the 
Board and representatives of local supervising authorities 
was held in March to consider various points arising out 
of the administration of the Midwives Acts and the inter- 
pretation of the rules of the Board. The Board ruled 
that midwives living in district nursing association homes 
were subject to the same rules as midwives in private 
practice, as regards investigations by the inspectors of 
local supervising authorities. In the opinion of the Board 
the professional association of a midwife with an un- 
registered medical practitioner is undesirable and might 
come within the meaning of the word “ misconduct ” in 
Rule D.1. 


Scotland. 


Lister Cenrenary CELEBRATIONS AT Epinaurcn. 
As already announced, the celebrations at Edinburgh of 
the centenary of Lord Lister’s birth will be held in con- 
nexion with the Annual Meeting of the British Medical 
Association in July, 1927. A meeting will be held in the 
Macewen Hall of the University on the evening of Wednes- 
day, July 20th, at which it is expected that Lord Balfour, 
the Chancellor of the University, will preside. Addresses 
will be delivered by Sir Watson Cheyne and Professor 
Tuffier of Paris, and it is hoped that Dr. Harvey Cushing 
of Boston may also be present. A collection of Lister relics 
will be shown in the Library Hall of the University; they 


are in part objects of permanent exhibition in this- hall, 
bequeathed by Lord Lister to the University of Edinburgh, 
and in part are to be lent by the Wellcome Historical 
Medical Museum in London. A commemorative prize is 
being offered by the committee in charge of the celebra- 
tions, for competition by students, for the best essay on 
*‘ The influence of Lister on surgical practice.’”? As a per- 
manent» record of Lord Lister’s connexion with Edin- 
burgh memorial tablets are to be placed on the two houses 
inhabited by him at 11, Rutland Street, and 9, Charlotte 
Square, during his two periods of activity in Edinburgh. 
A memorial volume on Lister’s work and Edinburgh con- 
nexions is in preparation; it will include a sketch of his 
life by Sir George Beatson, an outline of surgical practice 
prior to the advent of Lister’s work by Mr. Alexander 
Miles, and a sketch of the work of Lister by Professor John 
Fraser. It will also include two of Lister’s papers—his 
inaugural lecture on ‘ Fermentation and putrefaction,’’ 
and an address delivered by him to the British Medical 
Association at Edinburgh in 1875 on ‘ The influence of 
antiseptics on the salubrity of hospitals.’? The book will 
include a series of short reminiscences by ten old students 
who had personal connexions with Lister as a teacher, and 
will contain some nine illustrations illustrative of Lister's 
Edinburgh period. 


- Tue British Fora. 

A lecture delivered in the hall of the Royal Botanic © 
Garden at Edinburgh by Mr. J. R. Matthews, lecturer on 
botany in the University, was the first of a series of public 
lectures to be held under the auspices of the Botanical 
Society of Edinburgh. Mr. Matthews’s subject was ‘‘ The 
story of the British flora,” and he pointed out that there 
were three distinct elements in the flora of Great Britain. 
He showed by maps and lantern slides that over one 
hundred plants found in the Highlands of Scotland and in 
the mountaius of England and Wales constituted a boreal 
element closely related to the present flora of Scandinavia. 
The southern type was confined to the southern counties of 
England and Ireland, although -some of these: extended 
along the western coasts to a northern part of Scotland. 
On the Continent the same species were found only along 
the Atlantic coasts of France and Spain and on the shores 
of the Mediterranean. The third was the Germanic type, 
which formed the main part of the common and widely 
distributed plants of Britain, and was well represented in 
the flora of Central Europe. After discussing the origin 
and history of these three types of native flora Mr, 
Matthews expressed the opinion that the present range 
was apparently the result of past climatic changes. The 
presence of the boreal species in the Highlands of Scotland 
was attributabie to the great Ice Age, and the same plants 
in glacial times were known to have inhabited the South 
of England also. 


Rescue Work Mrygs. 

A lecture on mine rescue appliances was delivered at 
the Heriot-Watt College, Edinburgh, on January 15th by 
Professor Henry Briggs, who said that some years ago he 
had made a series of experiments to ascertain the most 
economical speed for men walking on the flat and carrying 
a load of 40 lb. In most cases it was found to be about 
three miles an hour, or if the going was rough, as upon an 
underground road, two and a half miles an hour was the 
most economical rate in food supply and oxygen for the 
average person. This, he said, was important to wearers 
of rescue apparatus, who carried with them the means of 
supporting respiration, because at the most economical 
1ate the caustic soda cartridge by which the carbon dioxide 
of the breath was removed underwent a minimum amount 
of exhaustion. The lecturer described a number of modern 
self-contained forms of apparatus fed with oxygen from 
a highly compressed supply carried in small cylinders. The 
earliest of these had been the Fleuss or Proto apparatus, 
invented by Mr. Henry Fleuss in the seventies of last 
century and used in 1880 at a fire in Seaham Colliery, 
Durham; it had had a remarkable record of successful 
work, particularly in the recovery of miners in Stafford- 
shire after explosions, and on the Western front during the 
trench warfare period. The appa atus was used, for 
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example, after the Redding Colliery disaster in 1923. 
Professor Briggs also referred to the apparatus which had 
been introduced by himself and used at the Whitehaven 
disaster in 1921, as well as in numerous places overseas. 
‘This had been reported by two committees to be the most 
suitable type for India, and had taken first place in a 
‘competition held in Nova Scotia between British and 
‘American apparatus. 


Guascow Strupents Hospritan 

_ For some years Glasgow students have held a Charities 
-Day collection, chiefly in aid of the hospitals of the city. 
This year the collection took place on Saturday, January 
15th, with an unusually great measure of success. Over 
‘£14,300 in all was collected during the day. Special pro- 
minence had been given to the effort by an attempt made 
by the Local Trades and Labour Council, who, feeling sore 
over the fact that students had taken the place of various 
workers during the general strike last year, decided to 
retaliate by proclaiming a workers’ boycott of the Chari- 
ties Day. This stirred up so much adverse public opinion 
that the great success of the collection may in all proba- 
bility be largely attributed to the attempted boycott. 
Some 7,500 students were engaged in the collection, includ- 
ing students of the various faculties in the University, 
veterinary students, engineering students, and others. The 
operations for the day commenced with early morning raids 
by collectors on tramway cars and other vehicles in the 
streets. In the forenoon the collectors were organized into 
a procession, which set out from the University for George 
Square in the centre of the city. The procession was 
headed by a pipe band of pantomime Highlanders, and 
consisted of some 150 lorries showing various tableaux. A 
message was issued by the Lord Provost commending the 
students’ effort, and a collection in the streets and from 
door to door proceeded throughout the day. The sale of 
immunity badges realized £2,150. The sum collected in 
the present year is larger by nearly £5,000 than in 1926. 


AnnvaL Heattn Report ror EprnsurGu. 

The report-on the health of the city of Edinburgh fo 
1926 by Dr. Robertson, medical officer of health for the 
city, was submitted to the Public Health Committee on 
January 18th. The general death rate, 13.5 per 1,000 of 
the estimated population, was the lowest recorded since the 
extension of the city boundaries, and compared favourably 
with the figure for the preceding year, which had been 14.5. 
The tuberculosis death rate was 0.9, which was lower than 
that of either 1925 or 1924. The deaths from measles and 
whooping-cough were 85, fewer in 1926 than in 1925. The 
infantile mortality figures were also favourable, the rate 
having been 80 per 1,000 of the estimated births in 1926, 
as compared with 96 in 1925. There had been 377 fewer 
cases of diphtheria and 527 fewer of scarlet fever than had 
been notified in the previous year. The report concluded 
with a suggestion that a health exhibition should be pro- 
moted by the corporation in the early part of 1928, and 


that to widen interest in it the co-operation of the educa- 


tion authority as well as of other municipal bodies shoul 
be obtained in order to make a display goth should = 
interesting to the public and of educational value. The 
committee approved of the principle of holding such an 
exhibition. 


Royat or Puysicians or Eprnsurau. 
_. The annual dinner of the Royal College of Physicians of 
Edinburgh was held in the Hall of the College on January 
14th. Professor George M. Robertson, President of the 


' College, occupied the chair. The toast of ‘“ The Secretary | 


of State for Scotland ’’ was proposed by Sir Robe ili 

Vice-President of the Collere, por 
Right Hon. Sir John Gilmour, D.S.0. The health of 
“ The Guests ”’ was proposed by Dr. Robert A. Fleming 
Acting Treasurer of the College, and replies were made by 
the Very Rev. C. L. Warr, Dean of the Thistle, by Mr. 
Condie Sandeman, K.C., Dean -of the Faculty, and by Sir 
H. Arthur Rose, D.S.0., chairman of the General Board 
of Control. ‘‘ The Royal College of Physicians and its 
President ” was submitted by the Right Hon. Hugh P. 
Macmillan, K.C., and duly acknowledged by the chairman. 


Mepican Orricers as Town 

At a meeting of the Lower Ward Committee of Lanark- 
shire held at Glasgow on December 9th last the question 
was considered whether a doctor employed as the executive 
medical officer of the Joint Venereal Diseases Committee 
who had been elected a member of the Glasgow Town 
Council at the November election should hold both positions. 


The medical officer had communicated to a general meeting 


of the committee his intention of accepting nomination as 
a candidate for the Glasgow Town Council, and had stated 
that if he should be elected his services as a councillor 
would not interfere with the discharge of his duties as 
executive medical officer of the Joint Committee. The 
committee expressed the opinion that it would be inex- 
pedient for him to accept election to a public body such as 
he proposed. A subcommittee was appointed on November 
10th last to consider the whole circuntstances of the case. 
The Lanarkshire County Council had the report before it 
on January 19th, when it agreed that the medical officer 
must give up his seat on Glasgow Town Council if he 
desired to continue in their employment. 


Sreland. 


Pcsiic RerorMs IN THE FREE Stare. 

Pusiic health administration in the Irish Free State is 
undergoing complete reorganization, and it is hoped that, 
when the clauses of the Local Government Act of 1925 
which deal with this matter have been put into force, 
there will be a steady improvement in the health of the 
people. Chief among the provisions of that Act is the 
appointment in every county, or health unit, of a full-time 
medical officer, who will supervise the entire health adminis- 
tration of his area, including the medical and dental 
inspection and treatment of school children. The cost of 


the reorganized system to the ratepayers will be small, — 


and the Department of Local Government feels that it will 
be productive expenditure in the best possible sense. In 
communications to the press Mr. E. P. McCarron, secretary, 
and Dr. E. F. Stephenson, chief medical officer of the 
Department of Local Government and Public Health, have 
made the following statements : 


Our public health organization is definitely behind modern 
requirements, owing largely to the fact that our expert local 
health officers were primarily employed in treating disease. 
Heretofore sanitary defects were taken as a matter of course, 
but with the establishment of the Free State a more searching 
criticism, from sources both internal and external, has been 
applied. The rapid progress in health legislation, and especially 
as regards the protection of food, made in England, Denmark, 
and other countries, has placed us at -some commercial dis- 
advantage, and it is feared that, unless strenuous efforts are 
made to make good our recognized defects, Irish products in 
competition. with those where hygienic methods are systematic- 
ally adopted will be prejudically affected, or the markets may 
be closed on health grounds. it is felt that highly qualified 
and experienced men are essential to undertake these importait 
health problems and to bring the sanitary requirements to 
a proper standard. Apart from the public health point of view, 
which is of the utmost importance, the trade aspect of the 
question is being daily pressed on the Department. In con- 
sequence of representations made to the authorities in the United 
States, Dr. Tuck, inspector of the Bureau of Animal Industry, 
was specially detailed to visit this country and report on the 
conditions under which bacon was prepared for export. Recent 
proceedings of the British House of Parliament show that a 
critical watch is being kept on the admission of Irish milk 
and cream, and uneasiness by leaders of the dairy industry 
is felt. 

The main essentials in public health administration are: 
(1) sanitary areas of adequate extent, and (2) trained whole- 
time health officers to control the sanitary imspectors and to 
administer the laws and regulations impartially. Infection and 
disease have little relation to arbitrary administrative boundaries, 
and it is beyond dispute that the best results in the prevention 
of human suffering and death are achieved in large areas of 
local control. Experience has shown that, however competent a 
part-time medical practitioner may personally be, he frequently 
suffers from certain unavoidable disabilities in ‘his capacity as a 
medical. officer of health. He is individualistic rather than 
communal in outlook, and his public duties .conflict with his 


iuterest as a private practitioner, and often bring him into 
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collision with his fellow practitioners, These two essentials were 
recognized in the Local Government Act, 1925, and the appoint- 
ment of whole-time medical officers of health is now not alone 
a statutory obligation, but is an inevitable corollary to the widen- 
ing of the administrative area which was accomplished under the 
provision of that Act. Few reforms have received so much public 
consideration prior to being embodied in legislation as that of 
the whole-time medical officer of health. It was recommended 
by the Irish Public Health Council in May, 1920. Later, in 1923, 
e 
of 


y 
whole subject was carefully considered by the General Council . 


County Councils, who, when local rates generally were at 
a point higher than at present, proposed the county councils as 
the appropriate health units, and as regards made the 
following recommendation. We recommend : 

(a) That the following health officers should be appointed for 
each health unit (with assistants, where necessary) wplee a scheme 
to be approved of by the Minister of Local Government : (1) a 
whole-time medical officer of health; (2) a whole-time veterinary 
officer of health (all veterinary inspection to be carried out by 
whole-time veterinary officers); (3) provision should be made for 
the effective medical examination of school children and of the 
conditions, from a health point of view, under which they receive 
instruction. 

(6) That the qualifications of. ali candidates for surgical, medical, 
and veterinary appointments by local health authorities and Poor 
Law authorities be in accordance with regulations to be made 
by the Minister of Local Government, and that such regulationg 

all include competitive examinations, practical as far as possible. 

A failure to carry out the express requirements of the Local 
Government Act would lead to administrative confusion, would 
place the country in a hopelessly backward condition when com- 

red with health reforms undertaken elsewhere, and would leave 

e health of the people a plaything to infection. The danger 
arising from, neglect of public health administration is all the 
more serious. owing to the facilities now existing for the rapid 
transportation of human beings, who are the chief carriers of 
infection. Infection, uncontrolled, results in widespread disease, 
suffering, disablement, and death, and imposes a heavy burden 
on the rate-paying public. The detection of the earliest cases of 
the most common infectious diseases and the adoption of measures 
to prevent their transmission would save thousands of pounds 
armually. Diphtheria, which is being eradicated in other countries, 
is endemic in many districts in An rstat, and demands a heavy 
toll in mortality and rates. Polluted water taken by a common 
carrier in one county might lead to outbreaks of ‘disease in any 
number of other counties, 


Among the duties of the county medical officers of health, 
as set out in a recent Local Government Department Order, are : 


The effective administration of the sanitary laws, and the safe- 
guarding of the health of the people in respect of housing and 
other matters. 

Inquiry into the origin, causes, and distribution of disease. 
Periodical inspection of districts. 

Taking steps to deal with infectious or epidemic disease. 

Direct and ee medical officers of health. 

= ection food, slaughterhcuses, dairies, cowsheds, and 
milkshops. 

Supervision of the health of expectant and nursing mothers, and 
children under 5 years. Supervision of the welfare of blind 
persons. Arrangements for school medical inspection. 


Correspondence. 


SYSTEMIC TREATMENT OF CANCER. 

Smr,—In your issue of December 11th, 1926 (p. 1135), 
in an article by R. G. Canti, M.D., entitled ‘‘ Lead treat- 
ment of cancer: an account of a demonstration by the 
Liverpool Medical Research Organization,’’ the author, 
in the first paragraph of his conclusions, states as follows - 

“ Remarkable and impressive as are certain of the cases in which 
lead alone has been used, it cannot be too emphatically stated 
that the importance of the research being carried out at Lover 1 
lies, not in the wonderful individual results obtained (which form 
only a small peveentnge of the cases treated), but in the fact that 
it is the first time in history that a generalized treatment has been 
found that brings about a local disappearance of a cancerous 
growth.” 

I believe that Dr. Canti must have overlooked or for- 
gotten the very considerable number of inoperable malignant 
tumours of all types that have been reported in medical 
literature by competent observers, which have disappeared 
as a result of an attack of erysipelas either occurring 
accidentally in the course of the disease, or produced hy 
inoculation as a method of treatment. Inasmuch as in 
most of the reported cases the area affected by the erysipelas 
was remote from the site of the malignant tumour, one 
must conclude that the tumour disappeared as a result of 
the systemic action of the streptococcus rather than any 
local action. : 

An objection might be raised to regarding these cases of 
accidental. erysipelas as a icthed: of treatment, but. this 
would not apply to the cases of inoperable malignant 


tumours treated by inoculations of the living cultures of 
the streptococcus, in which the erysipelas was produced 
deliberately as a definite method of treatment, based on the 
results observed following accidental erysipeias. Much less 
would this objection apply ‘to the results obtained by the 
use of the toxins of the streptococcus alone or combined 
with the toxins of Bacillus prodigiosus, which was the next 
step in the evolution of a-method of treatment based upon 
the authentic and indisputable evidence that the strepto- 
coccus of erysipelas in the form of a localized attack of 
erysipelas has a powerful influence upon malignant tumours 
of all types, even far remote tumours, which influence in 
a considerable number of cases has been sufficient to cause 
the complete disappearance of such tumours and to result 
in a permanent cure of the patient. ; 

In my paper on the treatment of malignant tumours 
by repeated inoculations of erysipelas, with a report of ten 
original cases (American Journal of the Medical Sciences, 
“May, 1893), I collected from literature 38 cases of malignant 
disease in which erysipelas had occurred by accident or 
design. In 23 cases the erysipelas occurred accidentally, and 
in 15 it was the result of inoculation. This series included 
17 cases of carcinoma, 17 cases of sarcoma, and 4 cases of 
either sarcoma or carcinoma. In the group of carcinoma 
3 were permanently cured, 1 was well five years later, and 
in 10 of the remaining number decided improvement was 
noted. In the group of sarcoma 7 were alive and free 
from recurrence from one-to seven years after the attack 
of erysipelas. 

Eschweiler, in a monograph published some years later, 
collected from literature 69 cases of accidental erysipelas 
associated with malignant tumours; 27 of these were 
sarcoma, 38 were carcinoma, and in 4 cases the type of 
tumour was undetermined.~ In the group of sarcoma 
7 showed temporary improvement, in 10 cases the tumour 
entirely disappeared (one later recurred), there were 
9 apparent cures, and in 4 cases the patient remained alive 
and well from two to eight years. In the group of carcinoma 
12 showed improvement, in 8 cases the tumour entirely 
disappeared (in 3 the disease later recurred), there was 
no apparent effect in 9 cases, and in 6 cases the patient 
died of the attack of erysipelas. 

In January, 1893, in order to eliminate the risk attached 
to the use of the living germs, and to overcome the 
difficulties encountered in trying to produce the desired- 
attack of erysipelas, I began using the toxic products of the 
streptococcus of erysipelas, or the killed cultures, at first 
alone, and shortly afterwards combined with the cultures 
of the Bacillus prodigiosus. It is impossible in the short 
space permitted in your correspondence columns to refer 
more than briefly to the later developments of the method 
and the results obtained. It is important, however, to 
note that in a very considerable number of cases of inoper- 
able malignant tumours, chiefly sarcoma but including all 
types of malignant tumours, these tumours have been 
caused to disappear entirely by injections of the mixed 
toxins of erysipelas and Bacillus prodigiosus. Reports of 
these cases have been published from time to time in the 
leading medical journals of America. In 1909, in a paper 
read before the Royal Society of Medicine, London, the 
method was fully described and the results given. This 
paper was published in the Proceedings of the Royal 
Society of Medicine, November, 1909, and a full abstract 
appeared in the London Lancet. ; 

The most complete report of the end-results appeared in 
a paper entitled: * The treatment of malignant inoperable 


tumours with the mixed toxins of erysipelas and Bacillus . 


iqiosus; with a brief report of 80 cases successfully 
aes «gare the toxins from 1893 to 1914’’ (read before 
the Third International Conference of Cancer Research, 
Brussels, August Ist to 5th, 1913). This paper was too 
long (175 pages) to publish in the medical journals, but 
it will-soon appear in book form with additional cases 
treated since 1914 and the end-results to date. The 
successful results obtained in the 80 cases referred to 
followed the use of the method in a series of 710 cases; in 
other words, the proportion of successes observed was a 
little over 10 per cent. In the great majority of cases 


in which the tumour. disappeared’ under. the toxin treat 


ment the cure has remained permanent; fifty-nine of the 
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atients were alive and well from three to twenty years. 
hese were practicably all inoperable, hopeless cases; and it 
is important to note that nearly all of them were treated 
by toxins alone without the aid of x rays or radium. In 


addition, this paper contains a report of 125 cases success- 


fully treated by other men, some of the latter being 
English surgeons. A brief report of these may be of 
interest. 


An inoperable spindle-cell sarcoma of the abdominal wall treated 
by Major C. G. Spencer of the Royal Army Medical Corps was 
well six years later. 

A periosteal spindle-cell sarcoma of the ramus of the lower jaw 
treated by Dr. Frank Kidd of London was well four years later, 

A sarcoma of the femur treated by Dr. Deanesly (see Britisu 
Mepicat Journat, May 28th, 1910) was well fourteen years later. 

A recurrent inoperable melanotic sarcoma of the neck treated 
by Dr. H. H. Greenwood of Leeds was well twelve years later. 

A far advanced typical Hodgkin’s disease treated by Dr. C. E. 
Preston of Ottawa, Canada, was well eleven years later. 

An inoperable recurrent hypernephroma of the kidney treated 
‘by Dr. Arthur Connel of the University of Sheffield was well 
eleven years later. 


In a recent follow-up of ninety-three cases of inoperable 
sarcoma treated with the toxins alone (reported before the 
Johns Hopkins Medical Society in 1896) I find sixteen 
patients have remained alive and well from eight to 
thirty-three years, and twelve from ten to thirty-three 
years. 

It is interesting to note that the dangers associated with 
this method of treatment—namely, by the mixed toxins, 
are practically nil; I have observed only three deaths in 


_ one thousand cases. In addition to cases of inoperable 


sarcoma successfully treated, a number of inoperable car- 
cinomas have entirely disappeared, the patients remaining 
well for many years; and also several cases of melanoma—. 
a type of tumour rarely cured by surgery and extremely 
resistant to both x rays and radium—have recovered and 
remained permanently well. 

This letter is written with no idea of detracting from the 
value of the splendid research work that is being carried 
out by Professor Blair Bell and his co-workers in Liverpool; 
but merely to correct the statement of Dr. Canti that the 
lead treatment is the only systemic method of treatment 
that has ever caused the disappearance of a - malignant 
tumour. Professor Blair Bell has undoubtedly accom- 
plished a brilliant piece of work; and we are hoping that 
further investigations will show the possibility of eliminat- 
ing the risks associated with the treatment, thus adding to 
the value of the method. There is no question but that 
we have nearly reached the limit of our ability to control 
cancer by local methods—that is, surgery and radiation. In 
spite of the great advances in the perfecting of these 
-methods of treatment, cancer mortality is steadily increas- 
ing, and any hope of really controlling the disease must lie 
along the lines of. systemic treatment. The problem of 
the control of cancer is so great that I believe all new 
research work in every direction should be given every 
possible encouragement. At the same time, we should not 
permit our enthusiasm over the new to make us forgetful 
of what has been accomplished by the older methods.— 


I am, etc., 
New York, Jan. 3rd. Wim B. Corey, M.D. 


MONGOLIAN DEFECTIVES. 
_ §Sm,—I do net undervalue the importance of Dr. Cock’s 


. letter on page 120 of your issue for January 15th. But 


I do not agree that ‘an organized being cannot be a 
descendant of another whose development is in an inverse 
order to its own” -in respect of such details as those 
adduced by Dr. Cock. So much, to me at léast, is not 
“ evident,’’? and zoology teaches us that alternate genera- 
tions may do some very queer things. Still, if Dr. Cock’s 
view is correct, it does not follow that _‘‘ man cannot be 
considered as. the descendant of any simian type.’ It is 
quite easy, for the: Darwinidns*haye never produced man’s 
hypothetical ape-man ancestor. All that is necessary is to 
assume that this apesman really did develop in the same 


order as we do.: Why! not? I however, willingly 


admit that those who lay it down as an article of faith 
that the development of the individual man recapitulates, 
without serial dislocation, the order of development of the 
race, must be embarrassed by such facts as are brought 


forward by Dr. Cock; if, that is, they postulate for man 


ancestors whe developed in the order that Dr. Cock says 
obtains amongst certain apes and not amongst man. 

But the many kind critics of my little book who, not 
having read it, yet criticize it, do not seem quite clear 
shout the views therein expressed. Ever since being an 
asylum médical officer—now thirty years a I have been 
interested in the homologies that do obtain between 
Mongolian defectives, Mongoloids who are not defective, 
orangs, and racial Mongols. These homologies, which have 
lately been shown (1) by Kurz to extend to the intricacies 
of the cerebral development of orangs and racial Mongols, 
and (2) by Gans te the cerebral morphology of Mongolian 
defectives and racial Mongols, as fourteen years ago I 
predicted would be the case, cannot, it seems to me, be 
easily dismissed as “ superficial’? in the fashion of the 
author cited by Sir John Lynn-Thomas in the Britisn 
Mepicat Journar for January 15th (p. 94)—unless, that is, 
good reason is given why they should be so dubbed. How- 
ever, though I am only secondarily interested in the 
‘‘ explaaations ’’ of these homologies, it does seem to me 
that if, as good Darwinians insist, ‘ homologies prove 
descent ?’—the assumption underlying the culture-diffusion 
hypothesis of Professor Elliot Smith—then, unless these 
homologies be disposed of as ‘ superficial,’”? we are com- 
pelled away from strict monogeny and towards some poly- 
phyletic theory of man’s descent. Or, alternatively, we 
can abandon the major premise. Such is the very interest- 
ing position now reached—a position worth exploratidn. 
And I cannot for the life of me understand why Dr. 
Clarkson should imply (British Mepican JovuRnat, 
January 1st, p. 42) that there is any antagonism between 
an “ atavistic ’? and a “‘ pathological ’’ explanation of ‘the 
morphological characters of any individual. Nor can I see 
how apyone can roundly assert of certain morphological 
characters (as does a commentator in the Lancet for 
December 25th, 1926, on page 1332) that such “‘ are not 
racial characteristics bnt pathological stigmata.’”? Why 
not both? I have always thought—innocently—that while 
anthropology could discover and tell us much about many 
homologies, human medicine and pathology—which are 
but parts of anthropology—might be able to tell us how 
and why ortly some of the children who are, so to speak, 
anthropologically eligible for Mongolism should remain 
during life as Mongolian defectives or more intelligent 


Mongoloids. The commentator in the Lancet says that_ 
every one of the characteristics of the Mongolian defective ~ 


marks him. as half-baked.”” This is to admit their 
reversionary significance, is it not? Yet, almost imme- 
diately, the same writer insists that these signs of “ half- 
baking ” are pathological, and not atavistic or racial! 
Why, then, are not all ‘half-baked’ children—the 
phraseology is, I suppose, pathological—Mongolian defec- 
tives? 


I am certain that no one who has weighed the anthrapo-. 


logical issues shares the fears of Dr, Clarkson that, in his 
so doing, there may be lurking a tendency “ to stifle” 
pathological or physiological research, which may be likely, 
as Dr. Clarkson says, to lead us one day to the truth, but 
which certainly is long about it. On the other hand, if 
I may say so with the utmost good humour, no one knows 
better than I the amusing, quite successful, and very per- 
sistent efforts made by pathologists and clinicians, during 


fourteen or fifteen years, “‘ to stifle’? discussion of 
anthropological issues. That is why I was compelled—or” 


impelled—to write my little book for a non-medical public! 


Yet the occurrence amongst us of Mongoloids-—not merely 


of such Mongoloids, dully ‘“‘ normal’’’ in their intelligence, 
as Dr. Clarkson tells us he has never seen, but so remark 
able as the still living statesman who guided the fortunes 
of France to victory, and the seaman who presided for @ 
time so brilliantly over our sea destinies during the great 
war—forbids us to narrow the question of Occidental 
Mongolism down to: the petty one of a few imbeciles m 
workhouses and asylums. And so it is that AleS Hrdlitka 
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in his latest work The Old Americans, admits the occur- 
rence of Mongoloids, in Germany and ‘‘ even in England,” 
as a fact susceptible of ethnological explanation. But to 
reply to all the points raised now by Dr. Clarkson would 
divert attention from that which was the subject of my 
letter in your columns for December 4th, 1926 (p. 1080): 
the fallacy of an ‘‘argument’’ which may be generalized as 
declaring an atavistic explanation of homologies, between 
a living individual and (1) a hypothetical ancestor or 
ancestral group, or (2) an existing group to which he is 
not known to be related, to be ‘‘ negatived ’’ unless com- 
plete physical and mental resemblance can be (a) postulated 
in respect of the hypothetical ancestry, and/or (b) demon- 
strated’ in respect of the living individuals whom he 
resembles, and with whom he shares the completely resem- 
blant though hypothetical ancestry. Such an ‘argument ”’ 
—which is dogmatic assertion and not argument—appears 
to have been unfortunately used by Marfan of Paris in 
a recent lecture, where—again unfortunately—it is clear 
that there was no first-hand knowledge of the work of 
English physicians. This argument is reproduced, with 
apparent gravity, in the Lancet (loc. .cit., vide supra), 
wherein W. J. Langdon-Down is said to Rave suggested 
Mongolism to be a reversion to a remote ancestral type, 
and where the ‘‘ standing argument ”’ against this view is 


really throw-backs to Mongolian ancestors (which no one, 
1 think, really suggests), then they (the ‘‘ Mongols ’’) 
ought to be physically and mentally as fit as are normal 
Chinese or Japanese. But why ‘“‘ ought ”’? 

Brief consideration convinces most people that if this 
“standing argument”? is left standing, no idiot to 
resemble his grandfather unless each of them is asimbecile as 
the other and as normal as are the cousins who ‘take after ”’ 
the old gentleman. Nay; all evolutionary theory explodes 
—and here Dr. Cock will support me—for in a world 
wherein everyone completely resembles his ancestors and 
his collaterals there must be an end of evolution and 
“ reversion alike. But it would then be equally impos- 
sible for the sons of Ham to claim cousinship with the sons 
f Shem and of Japheth, and common descent from Noah 
—that is, if Professor Marfan, Dr. Clarkson, and the 
Lancet are to be believed. 

In conclusion, I would refer any of your readers’ who, 
with Dr. Clarkson, may fear that I have too freely trans- 
lated Gans’s work, to para. 510 in the Epitome of the 
Britisa Mepican Journat for 1925, vol. ii. Those who 
wish acquaintance with thé work of Kurz should first read 
his brief summary in Anatomischer Anzeiger, 58 Band, 
1924, and afterwards his longer and illustrated memoirs, 
most of which appeared in Zeitschrift fiir Anatomie during 
1822, 1923, and 1924. The hearing of Sera’s work (as Jack 
Bunsby might have said) lies in the application of it. 
When we know that things which are equal to the same 
thing are equal to each other we make real progress in the 
synthesis of knowledge. 

But, after all, the first question is whether or no the 
homologies in question are to be observed. It is not well 
to pretend they do not exist, or to declare that they are 
superficial, just because they are inconvenient, or ineon- 
sistent with current orthodoxies. On the-other hand, no 
me conversant with modern trends worries very much about 
the real or historical truth of Darwinian or other theories as 
te the origin of man. Such theories and hypotheses are 
ueful, in a book-keeping kind of way, as convenient 
summaries of what we think we know. Personally, I am 
never afraid of any hypothesis or *~ference from observed 
facts so long as it is logically \zitimate and practically 
profitable, and until another emerges that has a better 
title on either or both of these grounds. 

I regret, Sir, the unconscionable length of this letter, 
but if 1 can only induce my critics to read my little book 
I will have no occasion, I hope, to trespass again upon 
your indulgence. Can we not all agree to. continue 
our observations and not to indulge in “ standing argu- 
ments’? that have no logical or pragmatic justification ?— 
Tam, etc., 


-| by the junior on behalf of the senior. 


DELAY IN REGISTRATION AFTER PASSING 
QUALIFYING EXAMINATION. 

S1r,—On December 7th last the pass list of the London 
M.B., B.S. was published. On December 8th the fee ‘for 
registration ‘was forwarded to the General Medicat Council: 
by a newly fledged graduate. The receipt for the fee was: 
received within a few days. 

Naturally, as opportunity arose, medical work was under~ 
taken by the junior. 

On January 16th this practitioner went to a case of: 
apoplexy. The patient, who had been under the observation 
of a senior practitioner for several months, but had not been 
seen recently by him, died within an hour of being visited 
To make sure of 
being a registered practitioner the junior inquired at the 
office of the General Medical Council as to being able to sign 
the death certificate. The reply obtained was that the 
junior would not be registered until January 26th—that is, 
seven weeks: after the publication of the lists and after 
complying with what was required. 

Tt is stated that the delay is due to the London University 
not sending the necessary information to the General 
Medical Council. 

This involved application to the coroner for leave to give 
a certificate by the senior and led to delay in granting the 
certificate. to the relatives. Surely, Sir, this ought not 
so to be.—I am, ete., 


January 17th. SENIOR. 


** The facts stated by ‘“ Senior” certainly seem to 
involve a distinct hardship, and as the practice of the 
University of London was not within our knowledge we 
communicated with the Registrar of the General Medical 
Council, who informs us that the Council cannot register 
on the strength of a pass list, but must wait until the 
diploma (in this case the degree) has actually been con- 
ferred. We understand that the attention of the Univer- 
sity has been repeatedly called to the matter, but that its 
practice has not been modified. Some delay is no doubt 
inevitable, but seven weeks would appear to be an unduly 
long time. It seems to be a matter to which the authorities 
of the University should give attention. 


METHOD OF TREATING ASTHMA BY RADIATION.. 

Sir,—Several radiologists who have tried the method for 
treatment of asthma by radiation described in the pre- 
liminary note published in the British Mepicat JourRNAL 
of June 5th, 1926 (p. 939), have sent me particulars of 
certain cases so treated and of their results. 

While I have no doubt as to the beneficial effect of 
general radiation in bad cases of long standing, there are 
several interesting phenomena on which further evidence 
is required. I should be much obliged to those radiologists 
who have tried the method if they would let me have 
details of the cases they have so treated, the results 
obtained, and any phenomena that they have noticed 
during or after the treatment; such details may be 
sent to me at the Radiological Institute, 32, Welbeck 
Street, W.1.—I am, etc., 

London, W.1, Jan. 24th. 


S. Scorr. 


THE FOETAL THYROID GLAND. 
Sir,—The conclusions at which Dr. lan Murray arrives 
in his paper on the thyroid gland of the foetus and newly 
born (January Ist, p. 5), as to the effect of ‘post-mortem 
changes on the appearances of the colloid and the vesicles, 
confirm the observations published by Professor Lucas 
Keene and myself (Lancet, July 19th, 1924). We suggested 
then that the post-mortem changes found in apparently 
fresh thyroid material might be due either to a maternal 
toxaemia or to extreme congestion of the foetus caused by 
prolonged labour; in both cases an unstable condition of 
the foetal thyroid would be induced, and any post-mortem 
change consequently accelerated. The appearance of 
vacuoles in the colloid varies greatly with different animals 
when the material is fixed in a fresh condition; for 


London, W.1, Jan. 20th. F. G. CrooxsHanxk. 


example, an actively secreting rat’s gland usually shows 
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these yacuoles; whereas they are absent in the resting | _1. It is not true, as the writers allege, that ‘ to send 
vesicles (see also McCarrison, The Thyroid Gland, 1917); signed articles or letters to the lay press ’’ is condemned by 
in man the material obtained at operation and fixed at | the General Medical Council. What the Council forbids to 7 
once rarely shows vacuoles in the colloid. As an extension | the practitioner is ‘ advertising, whether directly or in- — 
of our work on the human foetus special’ histological | directly, for the purpose of obtaining patients or promoting 
examination of thyroid glands has been made, from which | his own professional advantage,” and it is only on proof 
it would appear that the staining reaction of the colloid | of one or other of the ambitions indicated in the phrases 
S - varies greatly with the state of activity of the gland, and | here placed in italics that an offender will be punished by 
that there is a correlation between the pH of the colloid:| the Council. Messrs. Sanderson and Rayner would have 
and the secretory activity of the vesicular cells. It is | been spared this blunder if, instead of adopting the 
hoped that these observations will shortly be completed | ingenuous conclusion that one signed medical article is 
for publication.—I am, etc., ' “on all fours with ”’ all other signed medical articles, they. — 
London, W.C.1, Jan. 18th. - E. E. Hewer, D.Sc. had read the official ‘‘ Notice ’’ of the Council. : . 
ee 2. It is both incorrect and absurd to affirm that ‘ certain - 


famous articles’? in the lay press have the ‘‘ apparent 


-LAW AND TRADITION OF MEDICAL PRACTICE. approval ’’ of the General Medical Council]. Such a state- 
‘Srr,—In your recent reference to our book An Intro- ment can proceed only from ignorance of: the Council’s 
duction to the Law and Tradition of Medical Practice, | Powers and responsibilities in. its action as a judicial body. 
which makes no pretence to be more than an introduction Messrs. Sanderson and Rayner will doubtless allow that in — 
to a complete work, you take exception to our views on two the ordinary affairs of life smany illegal and improper 
or three points of professional etiquette. actions escape all legal penalty because, cither the law does 
You challenge our contention’ that it is regarded as not cover them, or the offended person will not complain, 
advertisement for a practitioner to send signed articles | ° the available evidence is not adequate. It would scarceiy ~ 
or letters to the lay press. It is, however, common know- be osmcee to say that these actions enjoy the “apparent 
ledge that the practice has led to names being struck off | *PProval ”’ of the High Court of Justice. ‘ F 
the Register, though exceptions have been made in certain | ,, %: Reinforced by some unnamed medical writers, and by 
cases by the General Medical Council. We pointed out that at least one of the older authorities,” our barrister 
these exceptions are made without reason stated and | 2Uthors continue to find attraction in the doctrine that “ it 
without the disclosure of any principle as a basis for them. | ‘8 breach of etiquette” to inform the patient that doctors 
The recent publication of certain famous articles with the | W20 have met in consultation on his case cannot agree. We 
apparent approval of the General Medical Council appears | Will offer them the opportunity of a practical problem : 
to us to be on all fours with other cases in which members | Pr. A. says the leg must be cut off; Dr. B. says it must 
of the profession have been penalized under the heaviest be left on. What in these circumstances is to happen (i) to 
sanction which the General Medical Council can enforce. | Medical etiquette, (ii) to the debatable leg? The truth, 
“Unless it can be shown that the exceptions are based on of course, is that when differences of opinion concern 
a recognized principle, they must tend to discredit the practical action they must be revealed, while mere academic 
authority of the governing body of the profession. debate and discussion | remain naturally within the con- 
With regard to tradition generally, it is always difficult aulting-room. Every writer we know accepts this conclusion 5 
to decide the exact time when an unwritten code has grown and inevitably, for it is imposed by the logic of events. 
to the point when it is so generally accepted that it may Messrs, Sanderson and Rayner protest their right to draw 
be reduced to writing and regarded as authoritative. In attention to the subject. Admitted—provided they first 
our book we have not ventured beyond the point where take pains to save themselves from elementary blunders. 
medical men have themselves written on the ‘subject. For | ,, 4 Meeting our denial of their affirmation that doctors 
' instance, you criticize us for saying that it is a breach of ree not employ “ unqualified dispensers,” the authors 
etiquette ‘to inform the patient of the disagreement of | Tite: ‘As far as the scheduled poisons are concerned 
consultants.’ In at least one of the older authorities this | “© V&T® 0" safe ground, and the General Medical Council 
is laid down without qualification. While we are willing has laid it down that to employ unqualified dispensers will 
to admit that some modification of the statement may be | be treated as infamous conduct in a professional respect.” | 
desirable, the informing of a patient is obviously a matter If this proposition is true every medical practitioner—and _ 
which must be dealt with with such extreme caution as to | they are to be numbered by thousands—who employs: a 
warrant a textbook writer drawing attention to it. dispenser’ not qualified under the Pharmacy Acts, and 
It may be that after consulting medical men we took a | #llows such dispenser to make up any medicine containing. 
small step beyond the other textbooks in condemning the |' "© °F other of the substances scheduled in these Acts as 
employment of unqualified dispensers in all cases. As far.|.{{ Poisons,” runs the risk of removal from the Medical 
as the scheduled poisons are concerned we were on safe Register. But the proposition is not true. The General } 
ground, and. the General Medical Council has laid it down; Medical Council has not laid down what it is here alleged r 


that to employ unqualified dispensers will be treated as to have laid down. -What it has laid down is that con- 
' demnation ‘will fall on any practitioner (a rare bird) who 


infamous conduct in a professional respect. As to the- 

employment of unqualified practising chemists there can | keeps “‘ an open shop ”” in which scheduled poisons are sold ‘8 
be no question that this is contrary to professional etiquette to the public and employs for this purpose a person not b 
.in the same way as co-operating with unqualified dentists, | legally qualified . to sell scheduled poisons. But a_practi- « 
because under the Pharmacy Act a chemist is bound to be | tioner who does not keep “‘ an open shop” is at liberty ee 
qualified. We contend that the employment of unqualified | ¢ither to dispense his own medicines or to employ for this a 
4 dispensers is contrary to the best traditions of the pro- | PUrpose any person deemed by him to be competent for this a 
fession and is a transgression of the spirit of the law. duty. Messrs. Sanderson and Rayner condemn this prac- pa 
We have to thank you for your valuable notice and for tice as ‘‘ contrary to the best traditions of the profession,” of 
the opportunity you have given us of correcting several | Their capacity to define these traditions has so far remained Jy, 
errors in our book.—We are, etc., E gta latent; and custom, widespread and of long standing, = 
Sanperson, denies their thesis. They say also: that this custom is pr 
“Lincoln’s Inn, ‘Jan. 20th... E. B. A. Rayner. ‘a transgression of the spirit of the law,’’ and here they: lin 

. St go a little too far. Barristers may, with some show of 
*,” By their rejoinder Messrs. Sanderson and Rayner | reason, tell us what is ‘‘ the law’; but “ the spirit of the of 


strongly confirm our original judgement that their didactic | law ’’ is for philosophers, and to this character our authors / Ni 
enterprise has been undertaken with a quite inadequate | will hardly pretend. art 3 
equipment, They state four propositions, and each of these The trué story of the General Medical Council’s con- prt 


announces unfamiliarity with medical custom and tradition, | demnation as mentioned above is as follows: Under the} 4), 
and some of them also ignorance or misconstruction of the | Pharmacy Acts no person may keep open shop for the sale bh 
written word. We will discuss these propositions in detail, | or dispensing of the scheduled ‘“‘ poisons ’’. unless he holds” re, 


as they express misconceptions not infrequent in non- | a qualification granted efter examination by the Pharma- J ¢,, 
es ceutical Society. The Act, however, does not apply tog j,, 


“medical circles. 
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“qualified medical practitioners, any one of whom therefore 
may, if he so wills, keep open shop for the above mentioned 
purposes. In rare instances doctors have exercised this 
‘right, and have sold scheduled poisons across the counter. 
‘Next, certain doctors claimed the ri<ht to leave in charge 
of the “‘ open shop ”’ a person qualitied neither in medicine 
nor in pharmacy, on the view that when a ‘“‘ poison’? was 
sold the legal ‘ seller’? was the legally qualified doctor 
who owned the ‘‘ shop,’’ and not the unqualified assistant 
who delivered the goods. By a judicial decision, however, 
it was decreed that legally the ‘“ seller ”’ of a “‘ poison ’’ is 
the individual who conducts the sale across the counter and 
hands the substance to the purchaser. Therefore, if an 
assistant employed in an “‘ open shop,’’ and not qualified 
either under the Medical or the Pharmacy Acts, “ sells,’’ 
‘in the sense above defined, a scheduled ‘‘ poison,’? he may 
be summoned and fined, ‘though the doctor who employs 
him is not deemed guilty of any legal offence. To meet this 
‘position the General Medical Council issued a ‘‘ Notice ’’ to 
the effect that a doctor concerned in a transaction such as 
is here desctibed, though he may escape the law, is liable 
to be found guilty of infamous conduct in a professional 
respect. 

It is out of a rule framed to meet these narrow and 
exceptional circumstances that Messrs. Sanderson and 
Rayner have been able, through wearisome and irrelevant 
comments on medical etiquette and professional traditions 
and practising chemists and the spirit of the law, to 
arrive at this large and quite incorrect conclusion— 
namely, that doctors must not employ ‘“ unqualified 
dispensers.” The statement itself displayed want of 
knowledge, but the reasons now given in its support 
combine with other considerations to compel the conclusion 
that its sponsors are not yet qualified to guide either the 
medical or the legal profession in the law and tradition of 
medical practice. 


MIGRAINE AND ACETONURIA, 

Sin,—May I be allowed to say that my personal ex- 
perience corresponds with that of Dr. Allison (January 
22nd, p. 165)? I have avoided sugars, jams, ete., for the 
greater part of my life. About sixteen years ago I took 
a spoonful of marmalade with my breakfast; in less than 
half an hour an intense headache came on, and continued 
till LT went to bed towards midnight. Sugar in tea or 
coffee has the same effect, quickly followed by acidity and 
burning at the pit of the stomach. I am, in addition, very 
thin and muscular.—I am, etc., — 

London, $.W.6, Jan. 2lst. J. Fiercier. 


Srr,—May a belated note from a far country, following 
the paper and discussion on migraine at the Annual 
Meeting at Nottingham (British Mepicar Jovurnat, 
October 30th, 1926, p. 765), be excused on account of its 
offering a suggestion for relief in that condition? 

_ I too was a sufferer, one of the fifth generation of 
sufferers, propagated through the female line, complicated 
-by acute gout, and always precipitated by exposure to 
cold or irregularity of meals, preceded by a feeling cf 
cerebral discomfort, closely followed by general headache, 
a boring throb at the back of one eye, subsequent sickness, 
‘and gradual recovery, accompanied by free secretion of 
watery urine. Thirty-eight years ago, when about the age 
of 40, I read a paper. by my beloved teacher. and the 
kindliest of Scots, Sir Lauder Brunton, and from that time 


presence in the blood of effete products of digestion, my 


Whether this brought about one of the possible causes 
of migraine, of which, ‘according to the meeting at 
Nottingham, we may apparently take our choice—namely, 
spasm and dilatation of meningeal or cerebral arteries, 
congenital smallness of the sella turcica, enlargement of 
the pituitary gland, eye-strain, retinal changes, a pomnne 
block of the foramen of Monro, or a lesion in the chiasm 


could cure it, and I myself (longo intervallo) have never 
known a failure. 


As to the etiology of the disease, it may be summed up 
| in two words—“ high living ’’—for I take it to be true 


father lived on beans and bacon, oatmeal porridge, or 
potatoes, And this is a point perhaps more easily 
demonstrated in Australia than at home. 

The suggestions as regards treatment were as indefinite 
as those as to the cause. After the recital of many, which 
may be included under the title ‘‘ general,’’? we come to the 
particular—namely, the administration of luminal for an 
indefinite period; the result was uncertain; the intravenous 
injection of ‘‘ afenil,” the technique.requiring the greatest 
care, and the result was also indefinite; and, failing these, 
an operation for cerebral decompression. 

Lauder Brunton’s prescription of 20 grains of sodium 
salicylate and 15 grains of potassium bromide always brought 
relief in half an hour, saved me many hours of pain, and 
perhaps even—who knows?—a cerebral decompression !— 
I am, etc., 


Old Beach Road, Brighton, 


J. W. Yearman, 
South Australia, Christmas, 1926, 


ANTHRAX AT THE ZOO. 

Srr,—Having been responsible, on behalf of the Ministry 
of Health, for investigation of the circumstances of the 
recent outbreak of anthrax in the elephant house at 
the Zoo, you will perhaps allow me to correct certain 
inaccuracies in the article which appeared under the above 
title in last week’s issue of the JouRNAL. 

You say that ‘‘ Thanks, however, to the very prompt 
diagnosis of anthrax in the animals by Dr. Scott—he had 
diagnosed it within an hour of the necropsy—immediate 
and energetic steps were taken,’’ etc. It is true that on 
the death of the second elephant Dr. Scott was able thus 
rapidly to arrive at a diagnosis of anthrax, subsequently 
confirmed by cultural and experimental methods. But as 
regards the first necropsy, such diagnosis of anthrax unfor- 
tunately was not possible, for the reason that, owing to 
the length of time that had unavoidably elapsed between 
the death of the elephant and the necropsy, microscopic 
examinations revealed only an enormous growth of 
_B. welchii. Accordingly the cause of death was tentatively 
entered as ‘“‘ haemorrhagic septicaemia.’*» Nevertheless, as 
the appearance of certain of the internal organs gave rise 
to a suspicion of anthrax, all precautionary measures were 
taken as if the presence of the disease had been definitely 
determined. It was not until about a week later, when 
a man, who had taken part in the work of the first 
necropsy only, was found to have developed a_ typical 
malignant pustule, that it was possible to be certain as to 
the cause of death in the elephant first affected.—I am, etc., 
London, N.W:3, Jan. 24th. S. Monckton Copeman. 


*,* The additional information Dr. Monckton Copeman 
provides clears up the only point that was obscure. 
Apparently the post-mortem examination of the first 
elephant took place too long after death to permit the 
identification of the anthrax bacillus; this was effected by 
Dr. Scott in the case of the second elephant, upon which 
the post-mortem examination was, we understand, per- 
formed: before the man who had assisted in the first was 


_known to have developed anthrax. 


SMALL-POX AND VACCINATION. 
Sir,—If Dr. Killick Millard’s letter in your issue of 
January 22nd (p. 163) is to be understood as it is written, 
his.opinion has apparently undergone considerable change 
since we last heard from him on this subject. As far as 
I could understand from his former contributions, Dr. 
Millard’s béte noire was not ‘‘ vaccination.’’ It was not 
even ‘‘ infantile. vaccination.’’ He believed that recent 
and efficient vaccination protects against small-pox, and 
he showed by his practice, as well as by a particular experi- 
ment which he quoted, that the individual infant is 
certainly protected by vaccination. He appeared to be 
doubtful whether the vaccinated infantile community was 
or was not protected, but he was quite clear in stating 
that it was ‘‘ compulsory infantile-vaccination ’’ to which 


he was opposed. 


that few men have seen a migrainous patient whose grand- ' 
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Now Dr. Millard says: ‘ Under these circumstances: 
‘yaccination proved quite .incapab'e of preventing wide- 
spread and fatal epidemics,’ and in illustration of this 
extraordinary statement he refers to the Sheffield, War- 
rington, and Middlesbrough classics. Is this really Dr. 
_Millard’s opinion? 1s his omission of the qualifying words 
‘compulsory infantile intentional or unintentional? 

Under present. conditions in this country in regard to 
small-pox and its prevention, any medical statement or 
opinion should admit of no misunderstanding, and should 
be made only under the clearest sense of responsibility. It 
is very essential also in dealing with this subject to bear 
in mind that there are others who quote extracts from 
medical writings on vaccination, and do so for a reason 
very different from the reason which has induced me to 
criticize Dr. Killick Millard’s letter.—I an, etc., 

Dartford, Jan, 22nd. A. F. Cameron. 


THE HISTORY OF DIPHTHERIA. 

Sir,—I think that both Fleet. Surgeon Home and Sir 
Humphry Rolleston have been led astray—the one by a 
natural zeal for the memory of his ancestor, the other by 
reliance upon a speculation put forward by the late Pro- 
fessor Adami. The disease we now know as diphtheria was 
sharply cut before the time of Bretonneau, and Francis 
Home was not the first to describe it separately. In support 
of my statement I would refer to several historians, of 
whom Bretonneau himself would be the first (see his second 


_ memoir, 1821). I am very far from wishing, however, to 


belittle the value of Bretonneau’s work. He put our know- 
ledge of the disease on a firm basis, and gave us a con- 
venient name for it. But though Bretonneau’s classical 
writings were published during the years 1821 to 1826, his 
views about diphtheria do not appear to have become 
diffused on this side of the Channel for many years. Nearly 
’ twenty-five years after the date of Bretonneau’s first 
memoir diphtheria was not separately described in the great 
textbook of medicine of those days, Sir Thomas Watson’s 
Lectures on the Principles and Practice of Physic (at any 
rate in the second edition, 1845, which is the one I happen 
to possess), nor are the words ‘ diphtheritis ”’ or ‘ diph- 
theria ’’ mentioned in it. 
Though Francis Home certainly recorded a few cases of 
tracheal (and probably also laryngeal) diphtheria, I am 
sorry to have to say that the publication of his small book 
- of sixty pages led to much confusion. It was the means by 
which the word ‘‘ croup’? was introduced iuto the medical 
- literature of this and other countries. ‘ Croup,”’ a vulgar 
‘word applied in Scotland to the noise made by frogs, crows, 
‘cranes, and children affected with laryngeal spasm and 
obstruction (whatever the cause), was employed by Home 
-to indicate a definite diséase. _No one who was a medical 
_ student forty to fifty years ago can forget the confusion not 
only he-but his teachers floundered in over the disease and 
.the word “croup.”’ The confusion still lingers. I have 
-asked.many a third-year student attending my class at 
Homerton or Hampstead what he understood by the term 
.‘‘ croupous ”’ as applied to pneumonia, and though nearly 
all of them were acquainted with that use of the adjective 
there was only one who could give me a correct answer. 
Hemingford Abbots, Jan. 23rd, 


INFANTILE PARALYSIS: THE BROADSTAIRS 
_ OUTBREAK. 

Srr,—I am much obliged to you for inserting m 
on the Broadstairs outbreak of infantile in 
In your issue of January 15th (p. 113). 

As regards the possibility of infection having been intro- 
duced from abroad, I do not wish to emphasize this unduly 
and in view of further information I have received I think 
it is desirable that for the sentence, ‘‘ At another school 
the first case, an abortive one, was that of a boy who spent 
his holidays in Brittany,” the following should be substi- 
tuted: “At another school a boy who had symptoms 
which were suggestive of the disease had visited Switzerland 
during the summer holidays.’—I am, ete, 

Broadstairs, Jan. 25th A. M. Warts. 


-unaltered.—I am, etc., 


E. W. Goopatt. - 


INSURANCE OF MOTOR CARS. 

Sir,—You are aware that pressure is being brought to 
bear to secure a substantial increase in motor car insurance 
rates in the general market. But for the next twelve 
months the premiums for the Doctors’ Special Policy, issued 
through the Medical Insurance Agency and underwritten 
at Lloyd’s, will remain unchanged. 

In addition the underwriters have, as from the beginning 
of this year, agreed to cover without further premium 
medical expenses up to 25 guineas in respect of personal 
injuries that may be sustained by the assured, his paid 


driver, or any passenger in the car. Movrris-Cowley cars 


can be covered for the full comprehensive insurance benefits 
at a special premium of £11, whilst the Morris-Oxford 
is catered for under the special 13.9 rating. 

In order to make clearer the restriction relating to the 
‘named driver allowance, the wording has been altered 
as follows: 

“If driven solely by one 2zamed driver 


am 
This reduction is not allowed in the 
case of paid servants or chauffeurs.” 


The position is thus no longer ambiguous, but our | 


opinion that the choice of this restriction is unwise remains 
L. Ferrts-Scorr, 
Secretary of the Medical Insurance Agency. 


British Medical Association Tlouse, 
Tavistock Square, W.C.1. 


CANCER AND TRAUMA. 

Sm,—May I trespass upon your space to ask if anyone 
has met with the development of a tumour in a wound 
inflicted upon a combatant during the late war? If mere 
traumatism can induce carcinoma or sarcoma it would be 
natural to expect examples from so great a wealth of 
material.—I am, etc., 


London, W.i, Jan. 24th. G. Lentruat CHEATLE. 


Obituary. 


EDWARD STEPHEN PASMORE, M.D., M.R.C.P.Lonp., 
Medical Superintendent, Croydon Mental Hospital. 


On January 12th there passed away, after a brief illness, _ 


one of the most ambitious spirits in psychiatry in the 
personality of Dr. E. S. Pasmore, medical superintendent of 
the Croydon Mental Hospital. 
Edward Stephen Pasmore was born in 1866, and entered 
as a student at University College, London, in 1885. He 
graduated M.B.Lond. in 1890, and became M.D. in the 
following year and M.R.C.P. in 1897. He first devoted 
himself to neurology, and served as a clinical assistant to 
the National Hospital for the Paralysed and Epileptic and 
other neurological hospitals. In 1895 he took up psychiatry 
and was appointed junior medical officer and pathologist at 
Banstead Mental Hospital, where ultimately he became 
second assistant medical officer, which rank he held when 
he, in 1903, was appointed medical superintendent of the 
new asylum then in the course of erection by the borough 
of Croydon. 
‘Early in his career as a mental specialist he adopted 
advanced ideals in regard to mental institutions and the 
treatment of mental disorders, many of which he was able 
to put into practical application in the mental hospital 
over which: he was called upon to preside in 1903. As 
exemplifying this it may be recorded that Mr. Akers 
Douglas, then Home Secretary, on April 21st, 1904, sane 
tioned the Croydon Borough Asylum being known for the 
future as the Croydon Mental Hospital; that was a new 
departure, and it has since been very generally adopted by 
other local authorities. With this change of name the 
hospital received an up-to-date equipment for the practice 
of surgery and other special branches of medical scienc® 
as adjuncts to the treatment of mental illnesses, which was 
largely in those days limited to general medicine and moral 
and personal influences. 


From the beginning Dr. Pasmore kept well abreast with 


the growth of modern psychiatry, coutributing here and 
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there such help as his experience and study enabled him 
to afford. He made some suggestiye’ contributions to 
psychiatrical literature, but his best work lay chiefly in 


practical directions as head of the institution which will - 


for ever be associated with his name. He was a well known 
figure in psychiatric circles, a fluent speaker, and always 
both willing and anxious to help in any. movement for the 
better care and treatment of the mentally afflicted. » For 
the past few years he was an honorary inspector of the 
hospitals of the League of Merey, and held the Order of 
Mercy. He was an honorary demonstrator in the psycho- 
logical department of University College Hospital, and an 
examiner in psychological medicine fer the Royal Medico- 
Psychological Association, which he joined in 1898. 

Dr. Pasmore married, in 1907, Miss G. E. Screech of 
Yelverton, and leaves a widow, two sons, and a daughter 
to mourn him. He was buried at Warlingham Parish 
Church on January 15th. me" 


Dr. F. A. Srewart Hurcninson of Hove died from 
angina pectoris on January 6th, aged 57, at Maloja in 
Switzerland, where he had gone with a party to engage 
in winter sport. Dr. Hutchinson was the youngest son of 
the late General C. W. Hutchinson. He was educated 
at Cambridge University and the London Hospital, ‘and 
graduated B.A.Camb. with honours in the Natural Sciences 
Tripos of 1891. He took the diplomas of the English 
Conjoint Board in 1895; in the following year he graduated 
M.A., M.B., B.Ch.Camb., and proceeded M.D. in 1905. He 
had served as house-surgeon to the London Hospital, 
resident surgical officer at the Kasr-el-Aini Hospital, Cairo, 
and assistant surgeon to the Sussex Eye Hospital. Dr. 
Hutchinson was a member of the Brighton and Sussex 
Medico-Chirurgical Society and of the Brighton Division 
of the British Medical Association. A colleague writes: 
‘“* Hutch,”” as he was known to his many friends, was the 
beau-ideal of what many of us would like to be as 
doctors. Calm, unruffled, with a friendly smile, a wonderful 
gentleness and sympathy, and an unfailing desire to 
do always what was best for those who trusted him, it 
was small wonder that he was idolized by his patients. He 
never failed them, and in him doctor and friend were 
indeed synonymous. In the latter days of his war service 
in France he became subject to disquieting heart symptoms, 
and though often handicapped by these in the following 
years, he never allowed them to interfere with his work, 
or himself to be influenced by them. When off duty or 
on holiday he was like a schoolboy, full of enthusiasm and 
gaiety. In the summer he would go off to Scotland to fish 
or golf or walk over the hills, and for a short fortnight in 
January he went, year after year, to- Switzerland for 
ski-ing and skating. Hutchinson was an accomplished 
skater and was one of the oldest members of the famous 
‘“‘ Bear ”’ club, which now has its headquarters at Morgins. 
Though high altitudes would have seemed hardly the best 
thing for him, he always declared himself to be immensely 
benefited by these holidays, and no one privileged to share 
them with him could wish for a more delightful companion. 


It was on the first day of his stay at Maloja this year. 


that the end came quite suddenly from heart failure. He 
was out ski-ing with friends, and keenly enjoying the 
exercise and sunshine when he fell without a word. And 
80 passed, in a way we think he would have wished, a 
very lovable soul and a very perfect gentleman, to his 
Maker from Whom, as was truly said by a friend, he was 
never very far, either in thought or act. 


Dr. of Burley-in-Wharfedale 
died on January 3rd, aged 64 years. He was the son of 
the late Mr. John Hebblethwaite, a Bradford merchant, 
and received his early education at Bradford Grammar 
School. He then studied medicine at the Yorkshire 
College, and took the diplomas of M.R.O.S.Eng. and L.S.A. 
m 1887. In the following year he went to Burley and 
succeeded to the practice of the late Dr. Murray, whose 
eldest daughter he married. During the whole of the forty 
years at Burley Dr. Hebblethwaite had been medical 


officer of the village. He-took great interest in the public 
life of the district, especially in connexion with the work 
of the St. John Ambulance Association and of the Sick 


Nursing Association. Under his supervision tlie local ~ 


brigade won outright the Wharfedale ambulance trophy, 
atter having won it three times in succession and five times 
iu all. He had held a commission as major in the old 
Volunteers; and was afterwards associated with the local 
contingent of Territorials. At the outbreak of the great 
war he volunteered for service, and acted as medical 
officer of the Prisoners of War Hospital at Brockton Park, 
Staffordshire. In 1910 he had been appointed one of the 
Burley representatives on the Wharfedale Poor Law 
Guardians and continued in that capacity up to the time 
of his death. Dr. Hebblethwaite was medical officer to 
the Post Office and a member of the Bradford Division cf 
the British Medical Association. He leaves two sons and 
one daughter. 


Dr. Davip who died on January 
4th, after a long illness, was born in Shropshire in 1861, 
and received his medical education at the Ledwick 
School of Medicine, Dublin, and in London. He obtained 
the diplomas of L.R.C.P.I. and L.M. in 1882, and the 
M.R.C.S.Eng. in 1883. After holding the appointment of 
assistant medical officer to the Whitechapel Infirmary for 
eighteen months, he started practice in Manchester, where 
he remained for seven years. He then acquired the prac- 
tice of the late Dr. James Procter at Iron Bridge, Shrop- 
shire, where he lived for twenty-three years, marrying Dr. 
Procter’s daughter in 1901. During the war he served on 
the Army Medical Board of the Western Command st 
Chester, and, after the death of his wife in 1917, com- 
menced to practise at Abbots Bromley, Staffordshire, where 
he held the appointment of medical officer to the school .of 
St. Mary and St. Anne. III health compelled him to retire 
in 1924, and, after spending twelve months in Devonshire, 
he went to live near Coventry, where he died. He was a 
member of the British Medical Association, and shortly 
before his death wrote the clinical memorandum which is 
printed in our present issue at page 187. 


Dr. Brian Ricgpenx, who died on January 15th, at his 
residence in Newnham-on-Severn, at the age of 70, was the 
son of Mr. George Rigden, who practised in Canterbury 
from 1837 to 1901. Dr. Brian Rigden was educated at 
King’s School, Canterbury, and University College 
Hospital; he obtained the diplomas M.R.C.S.Eng. and 
L.S.A. in 1879. After holding the appointments of 
obstetrical assistant to University College Hospital, and 
clinical clerk to the Hospital for Women, Soho Square, he 
joined his father at Canterbury, and later succeeded him 
as surgeon to the Canterbury Dispensary in 1901; he retired 
in January, 1923. Dr. Rigden had been for many years 
a member of the British Medical Association, and was an 
ex-president of the East Canterbury Medical Society. He 
took great interest in the St. John Ambulance Association 
and was an honorary associate of the Grand Priory of the 
Order. He was well known also as an antiquary and in 
particular as an authority on old Canterbury. He leaves 
one daughter and three sons, one of whom is in the 
medical profession. 


Dr. Aveustus Cecu, Renton, who died on January 7th, 
at the age of 38, at his residence in Chester-le-Street, was 
the eldest son of the late Dr. W. M. Renton, and his 
family have been connected with the medical profession for 
many generations. He was educated at Epsom College and 
Edinburgh, where he graduated M.B., Ch.B. in 1912. 
During the war he held a commission in the R.A.M.C., 
saw active service in Mesopotamia, and rose to the rank of 
temporary major. A severe attack of dysentery while on 
active service considerably impaired his vitality during the 
following years. He held the appointment of medical 
officer to the Chester-le-Street Poor Law Institution, and 
was also public vaccinator, and compensation officer for the 
Harraton Colliery. Dr. Renton was a member of the 
British Medica! Association. 
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Che Services. . 


R.A.M.C. PROMOTION EXAMINATIONS. 
Ir is officially announced that in the examinations in March and 
October, 1928, of majors of the RA.M.C. for promotion, the following 
periods of military history have been selected : The German offensive 
in 1918 and the final advance in 1918: as covered by the Official 
History of the War, Medical Services, General History, Vol. LI 
(chap. xii-xvii). 


DEATHS IN THE SERVICES. 

Coronet Dante, O’Connett Raye; Bengal Medical Service (ret), 
died at Lacks Yews, Mattingley, on December 29th, 1926, aged £4. 
He was born at Kilmainham, Dublin, on August 4th, 1842. His 
mother was a sister of the famous Daniel O’Connell, and, when he 
was born, was living with her brother, who was then a political 
risoner in Kilmainham jail. He was educated at Queen’s College, 
lway, and in the school of the Royal College of Surgeons, Ireland; 
he graduated M.D. in the Queen’s University, Ireland, in 1865, 
and took the L.R.C.S.I. in the same year; he became F.R.C.S.1. in 
1874. After post-graduate study in Paris and Vienna, he entered 
the 1.M.S8. as assistant surgeon on March 3lst, 1866, and soon after 
his arrival in India served in the Daphla campaign on the North- 
East Frontier of India. On his return from active service he was 
posted to civil employ in the Central Provinces, where he was for 
a short time civil surgeon of Nimar, but before long was transferred 
to Calcutta as professor of anatomy in the Calcutta Medical College, 
and second surgeon to the College hospital. In 1892, when the late 
Colonel Kenneth McLeod iotivel Raye succeeded him as professor 
of surgery and first surgeon, but two years later he was promoted 
to surgeon-colonel, and appointed inspector-general of civil hos- 
pitals in the Punjab; he retired after five years’ tenure of that 
post. In 1900 the honorary Fellowship of the College of Surgeons 
was given to him. At the time of his death there were only three 
retired officers of the Bengal Service senior to Raye, and the great 
majority of his contemporaries have passed away. But there are 
still a good many younger men living who served under him 
successively as resident medical officers in the Calcuiia Medical 
College Hospital, who remember him well as a first-rate surgeon, 
careful and safe rather than brilliant, and as always a kindly 

and considerate friend to his juniors in the service. 


Gnitersities and Collees. 


UNIVERSITY OF CAMBRIDGE. 
AT a congregation held on January 21st the following medical 
degrees were conferred : 
M.D.—J. B. Hance, A. E. Roche, J. H. Hannan. 
M.B., B.Cu1r.—H. A. Ware. 
. M.B.—A. W. Spence. 
B.Cum.—*J. L. Morgan. 


* Adinitted by proxy. 


UNIVERSITY OF WALES. 
THE following candidates, having already been approved in two 
of the three subjects—medicine, surgery, obstetrics—have now been 
approved in the remaining subject as indicated, and have com- 

eted their qualification for the degrees of M.B., B.Ch.: Medicine, 
Tress Jones; Obstetrics, Aun C. Evans, Florence M. Wallen. 

One candidate satisfied the examiners in surgery, and one 
further candidate satisfied the examiners in obstetrics, but pub- 
lication of the names is withheld nding completion of their 
‘qualifying scheme for the degrees of M.B., B.Ch. 


UNIVERSITY OF DUBLIN. 
At the Later Winter Commencements held in Hilary term, on 
January 28th, the degree of Doctor of Medicine was conferred on 
“M, D. Fox and Elsie A. Burns. 


CONJOINT BOARD IN SCOTLAND. 
THE following candidates have been approved at the examination 
indicated: 
_ Frxau EXAMINATION.—Medicine: V. Nath, J. Williams, J. Hall, O. S. 
. - Crowthers, J. E. D. Mendis, J. T. Amarasingham, A. B. Gilston, 


J.J. Craig, R. Abrahams, J. S. Fernando, and K. R. Bali. 
A. B. Paul, O. S. Crowthers, M. Clayton-Mitchell, J. D. Cooper, 


- Of ninety-three candidates entered the following, having passed 
the final examination, were admitted L.R.C.P.E., LEGS.E., 


L.R.F.P. &S.G.: 


E. A. Y. MacKeown, A. 8. Arora, H. W. Bambridge, H. T. J. Abeye- | 
sundere, 8. R. Carthegasam, Emma Hughes, A. A. Razzak, J. H. 
Sturges, R. J. Ormsby, A. M. Kulatillake, 8. Caller, R. G. Paul, E. G. 
Marcus, E. P. Kelly, Lucy W. MacDougall, D. F. Jayamaha, I. G. 
Sutherland, H. Taylor, B. A. Van der Gert, R. R. MacGibbon, 
A. Kouchouk, H. G. Hebard, R. A. Paton, C. F. Schilling, A. W. 
Dunn. D. Ross, O. ap V. Jones, L. M. de Silva, 8. P. B. Gunawardena, 
P. J. Bourke, and S. A. Gunawardana, 


Medical Netus. 


The Ferens Institute of Otology at the Middlesex Hospital 
will be opened on Tuesday, February 8th, by H.R.H. Prince 
Arthur of Connaught, chairman of the Governing Body of the 
hospital. 

THE annual dinner of the Hunterian Society will be held 
at the Hotel Victoria, Northumberland Avenue, London, on 
Thursday, February 10th, at 7.30. Among the guests will be 
the Lord Chief Justice and the Lord Mayor and Lady Mayoress 
of London. The price of the dinner (exclusive of wine) is 
12s. 6d. Full particulars can be obtained from W. E. Tanner, 
Esq., M.S., 38, Queen Anne Street, W.1. 

THE anniversary of Sir Francis Galton’s birthday will be 
celebrated by the Eugenics Society on Wednesday, February 
16th, when a dinner will be held at the Hotel Rembrandt, 
at 7.30 p.m. Dr. A. F. Tredgold will give the Galton Lecture; 
his subject is mental disorder in relation to eugenics. 

AT the annual general meeting of the Medical Officers of 
Schools Association on Friday next, February 4th, Dr. James 
Coilier will deliver an address entitled ‘‘Some personal 
impressions upon the symptomatology and diagnosis of 
poliomyelitis.’”’ The meeting will be held at 11, Chandos 
Street, Cavendish Square, at 5 p.m.; tea at 4.30. 

A CONFERENCE on maternity and child welfare, under the 
auspices of the Society of Medical Officers of Health, will be 
held at Newcastle-upon-Tyne, from February 10th to the 12th. 
Dame Janet Campbell will preside over the conference, and 
papers will be read on infant feeding, the development of 
maternity and child welfare work, and the prevention of still- 
birth. On Saturday (February 12th) visits will be paid to 
various child welfare centres, sanatoriums, and convalescent 
institutions. Medical practitioners who desire to attend part, 
or the whole, of the conferencc, may obtain further informa- 
tion from Dr. A. F. G. Spinks, 20, Victoria Square, Newcastle- 
upon-Tyne. 

THE Post-Graduate Hostel (Imperial Hotel, Russell Square, 
W.C.) has called a general meeting of vice-presidents and 
those interested in post-graduate work for Monday, January 
31st, at 6.30 p.m. At9o’clock the same evening Sir Thomas 
Horder, Bt., will preside at an address to be given by Sir Arthur 
Robinson, Secretary to the Ministry of Health, on ‘‘ Our duty 
to colonial] visitors,’’ to which ladies and friends of medical 
men are invited. On February 2nd, at 9 p.m., Sir William 
Willcox will discuss parenteric infections. Dinner (5s.) will 
be served each evening at 8, and coffee and biscuits can be 
obtained at 10 o’clock. 

THE Fellowship of Medicine announces that on February 
3rd, at 5 p.m., Mr. Carson will give a lecture on complications 
of gall stones. A surgical demonstration will be given by 
Mr. Paterson at the London Temperance Hospital on January 
3lst at 2 p.m., and a lecture on non-paralytic squint will 
be given at the Royal Westminster Ophthalmic Hospital on 
February 3rd, at 5 p.m., by Mr. Brewerton. At the Royal 
Northern Hospital on February Ist, at 3.15 p.m., Drs. 
McKinstry and Ellison will demonstrate laboratory methods 
in clinical medicine. The above lectures and demonstrations 
are open to practitioners without fee. On January 3lst 
St. John’s Hospital will begin a four weeks’ course in 
dermatology. The London Lock Hospital is holding a course 
in venereal diseases from February 7th: to March 5th. On 
February 7th a course in children’s diseases will be held at 
the Paddington Green Hospital and the Victoria Hospital for 
Children. From February 21st to 25th the Royal Northern 
Hospital will hold a practitioners’ course in general medicine 
and surgery; there is no fee for this. In March there will be 
special courses in diseases of the chest at the Brompton 
Hospital, in diseases of children at the Queen’s Hospital, 
in gynaecology at the Chelsea Hospital for Women, in 
ophthalmology at the Royal Eye Hospital, in orthopaedics at 
the Royal National Orthopaedic Hospital, and a practitioners’ 
course at the London Temperance Hospital. Practical courses 
in anaesthetics and obstetrics can be arranged. Copies of all 
syllabuses of the special courses and of the general course 
programme are obtainable from the Secretary of the Fellow- 
ship of Medicine,-1, Wimpole Street, W.1. 

AT the recent annual general meeting of the International 
Society of the History of Medicine it was decided that repre- 
sentatives of Germany, Austria, and Hungaty should be 


admitted to membership of the society and take part in | 


the congress to be held at Leyden and Amsterdam from 
July 18th to 23rd. Canada also is invited to join the Society 
and send representatives to the Congress. . 


ON his retirement after forty-two years’ service as medical © 


officer of ‘the Driffield Poor Law Institution Dr. A. 'T. Brand 


has been presented by the officers, present and past, of the 


Driffield Union with an inscribed silver cigar-box. 


| 

| 

j 
_g T. G. Mcintyre, J. J. Craig,and K. Dhar. Mtdwifery: A. B. Paul, ; 
V. Nath, J.’ Williams, J. Gilchrist, J. Hall, M. M. Farghaly, 0. 
: Crowthers, M. Clayton-Mitchell, T. G. McIntyre, A. Lipschitz, J. S. 
Fernando, D. J. McKenna, and K. R. Bali. Medical Jurtsprudence: j 
7 A. J. Pinkerton, D. J. Cantpbell,S. T. Sodah, N. W. Laing, R.A. F. M. 
- : Saunders, J. P. Logan, W. Moodie, Violet D. Hunter, R. G. McInnes, 

J. W. Galloway, I. MacG. Chisholm, and N.S. Fraser. } 
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LETTERS, NOTES, AND ANSWERS. 


THE department of zoology of the University of Edinburgh 


is to be rebuilt and £41,000 is already in-hand for this purpose. . 


The Education Board of the Rockefelier Foundation has now 


given au additional £38,000 for the buildings, and the offer was . 
gratefully accepted by the University Court on January 24th. . 


‘The Board has also given £10,000 for equipment and £26,000 
ys — The total of the Rockefeller gift-is, therefore, 
-THE London Hospital has received from Mr. Bernhard 
Baron, the tobacco manufacturer, a gift of £25,000 for the 
endowment of the Pathological Institute bearing his uname, 
towards the cost of which he has alveady given £10,000. 


THE Universities Bureau of the British Empire (50, Russell 
Square, W.C.1) has published a classified list of students 
from the Dominions overseas and from foreign countries, who 
are now studying in the universities and university colleges 
of Great Britain and Iveland. In all 4,596 names are included: 
of these 1,754 come from Asia, 1,054 from Africa, 824 front 
America, 643 from Europe, and 321 from the Pacitic. The 
price of the list is ls. ‘he Bureau has also published a 
catalogue of the professional schools, post-graduation courses, 
and specialist studies in the universities and university 
colleges of Great Britain and Ireland. Mention is made of 
special subjects for the study of which facilities are provided 
in certain universities and colleges. 

Dr. JOHN MoorRE SwaAIn, of Long Clawson, Leicestershire; 
attained his 100th birthday on Saturday, January 22nd. He 
took the L.S.A. in 1849 and the M.R.C.S, in the following 
year, and he was one of the first to register under the Medical 
Act of 1858. ‘The Belvoir Hunt had arranged to celebrate 
Dr. Swain’s birthday by meeting in front of his house, but 
owing to a heavy snowstorm the meet had to be abandoned. 

THE fourth annual report issued by the Local Voluntary 
Hospitals Committee for the City of Manchester contains the 
accounts and statistics for 1925 of seventeen voluntary hos- 
pitals and kindved institutions of the city. ‘he net deticit of 
the hospitals for the year under cousideration was £10,541 
less than that of the previous year. ‘I'he income increased by 
£22,650, and the expenditure by £12,109. Statistical informa- 
tion is given about the work of the hospitals, their income 
and expenditure; their position in regard to investments ; 
the numbers, cost, and nature of disability of out-patients 
and in-patients ; aud statements of acceunts of the Hospital 
Sunday Fund, the Hospital Saturday Fund, and Alexandra 
Day Fund. It is noted with regret. that the numbers on the 
waiting list continue to grow. ‘Twodiagrams are inserted to 
illustrate the relative shortage of ordinary income in com- 
parison with ordinary expenditure, and the growth of the 
waiting lists in respect of surgical and medical cases. : 

THE annual report for 1925-26 of the Sociéty for the 
Provision of- Birth Control Clinics states that six new centres 
have been opened during the year; so that there are now 
three clinics in London, four in the provinces, and two in 
Scotland, affiliated to the pioneer clinic at the Walworth 
Women's Welfare Centre. It appears that instruction or 
advice was given in 3,299 new cases, while there were 4,454 
return visits to the clinics, At Walworth instruction is given 
to docters and nutses in contraceptive technique. ‘he report 
contains several letters from grateful recipients of advice, 
and the society seems to conduct its activities at a very 
moderate cost. Several well known persons serve on the 
committees of the clinics, and. Sir Humphry Rolleston is 
president of the affiliated centre at Cambridge. 

THE Astor silver challenge shield for 1926 for the most 
effective local baby week campaign has been won by 
Northampton, which won the shield in 1925 also. A banner 
has been awarded to the Leicester health and baby week 
committee and certificates of merit to Kingston-upon-Hull, 
Wolverhampton, Cornwall county health and baby week 
committee, and Swinton and Pendlebury urban district 
council. A second shield for smaller areas was won by 
Halesowen infant welfare centre. 

THE late Mr. William Gibson, formerly a merchant at 
Valparaiso, who died in Novetuber last leaving estate valued 
at £113,176, has bequeathed £2,050 to the Dundee Royal 
Infirmary. . He directed his trustees to divide the residue of 
his estate, on the expiry of certain life-rents, among charitable 
institutions subject to a codicil to take effect after the death 
of his two sisters, directing the payment of a legacy of £25,000 
to University College to be expended in equipping a laboratory 
for study and research in pathology and bacteriology, to be 
called the Joseph and William Gibson Memorial Laboratory. 
This legacy is to be the first charge upon the residue. 

A DISSERTATION on the work of the International Con- 
ference of the Christian Mission in Africa, held last September 
in Belgium, has been prepared by Mr. E. W. Smith of the 
British and Foreign Bible Society. It may be obtained from 
the Internaticnal Missionary Council, Edinburgh House, 
2, Eaton Gate, S.W.1, price 3s. 6d. net. Ina note on this 


conference in the JOURNAL of July 3lst last we referred to 
the present position -of medical missionary work in Afri 
generally, and-it may be added now that,- besides eouttotaa 
notes on medical subjects, Mr. Smith devotes a chapter to 
the medical task of missionaries in Aftica. 

THE Société Anatomique of Paris celebrated the 123rd 
anniversary of its foundation by Dupuytren on December 4th 
1803, during the commemoration of the centenary of the 
death of Laennec, who was one of the carliest and wost 
illustrious members of the society. 

THE Ella Sachs Plotz Foundation for the Advancement 
of Scientific Investigation, during the three years of its 
existence, has made thirty-five grants to investigators in 
Europe, as well asin the United States. Researches which 
are favoured are those directed towards the solution of 
problems in medicine and surgery. Applications should be 
sent before May 15th next tothe secretary of the executive 
committee, Dr. I’. W. Peabody, Boston City Hospital, Boston, 
Massachusetts. 

A CERTIFICATE of health before marriage has recently been 
made compulsory in Turkey. In the case of men the 
examination will be complete, while in women it will be 
confined to the hauds, face, neck, lips, taroat, chest, and 
back. 

PROFESSOR WILHELM TRENDELENBURG, professor of physio- 
logy at Halle, has been made rector of the university. 


Letters, Notes, and Anstuers. 


All communications in regard to editorial business should be 
addresse| to The EDITOR, British Medical Journal, British 
Medical Association House, Tavistock Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Mepicat Jouxnan 
alone unless the contrary be stated. Correspondents who wish 
notice to be taken of their communications should authenticate 
them with their names, not necessarily for publication. : 

Authors desiring REPRINTS of their articles published in the 
British Mepican Journal must communicate with the Financial 


- Secretary and Business Manager, British Medical Association 


House, Tavistock Square, W.C.1, on receipt of proofs. 


All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the.Journat,. should be addressed to the 


| ° Financial Secretary and Business Manager. >: 
|The TELEPHONE NUMBERS of the. British Medical Association 


and. the Britisn Mepicar Journan. are MUSEUM 9861, 9862; 9S63, 
_ and 9864 (internal exchange, four lines). ‘ 


The TELEGRAPHIC ADDRESSES are: 
of ths Brivisu Mepican Journat, Aitiology Westcent, 
FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate Westcent, Londen. 
MEDICAL SECRETARY, Medisecra Westcent, London. 

The address of the. Irish Office of the British Medical Asso- 
ciation is 16, South Frederick Street, Dublin (Relegreny ; 
Bacillus, Dublin; telephone: 4737 Dublin), and of the Scottish 

. Office, 6, Drumsheugh Gardens, Edinburgh (telegrams: Assuciule, 
Edinburgh; telephone: 4361 Central). 


QUERIES AND ANSWERS. 
CHEWING GUM AND DENTAL CARIES. 

** Fastipi0ous”’ recalls that much was said twenty years or so ago 
about decadence in the teeth of the American people. Has it, 
he asks, been stayed by the habit of chewing gum, which he 
believes to be practically universal in the United States? 


INCOME Tax. 

“J. R. H.” is engaged as an indoor assistant, and, to do his work 
efficiently, has found it necessary to buy a motor-cycle combina- 
tion at a cost of £75, to supplement the drugs supplied by his 

rincipal (cost £5), and to expend £20 or so on instruments. 
What s his approximate liability ? 

*,* Apart from the question of expenses, and assuming 
“J. R. H.” to be entitled only to the minimum personal allowauce, 
his liability would be £300, less one-sixth earned income relief 
(=£50)—that is, £250; deduct £135 leaving £115, which, at 2¢. in 
the £, creates a liability of £11 10s. income tax. The expense 
question is governed by the rules of Schedule E, which provice 
av allowance for expenses (other thau capital outlay) incurred 
wholly, exclusively, and necessarily in the performance of the 
duties of the employment. Broadly the test usually applied is 
whether the incurring of the expenses is a condition, expressed 
or implied, of the terms of employment. We suggest that 
‘J, R. H.”’ should state the circumstances fully to the inspector 
of taxes and claim the amount expended in ranning costs and 
drugs—the motor cycle and instruments represent capital outlay, 
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LETTERS, NOTES, AND ANSWERS. 


Tax Barres 
Mepicau 


LETTERS, NOTES, ETC. 
MINERS’ SHORTER Hours. 


_ Dr. F. G. BUSHNELL (Plymouth), in the course of a further letter 
‘ on this subject, writes: The three examples Dr. Allison quotes 


(JOURNAL, December 23th, 1926, p. 1243) to support his opinion 


' that the strain of seven hours’ work is greater (aud worse for the 


miner) than eight or nine hours’ work are insufficient in numbers 


* to establish a case, and he does not state when these ex-miners 


became engaged in other vocations. I reassert that reliable 


' statistics as to mivers’ industrial fatigue are wanting, but 


extension of hours, as far as the miners are concerned, means an 


. increase in the number of accidents, aud its advisability is not 


confirmed on other grounds by the Samuel Commission. The 
marked reduction in all accidents in 1919, as compared with 
wevious years, bears out the general conclusions in all trades 


hat excessive working hours result in more accidents, owing to 
their cumulative strains. It is too marked a reduction to be 
accounted for by Dr. Allison’s assumptions. With regard to 
his statement that the miners are probably the best paid class of 
workers in the country and that the increase in accidents in 1923 
and 1924 is not due to a ‘ worsening of the miner’s wages,”’ 
ures pre for the Samuel Commission show that from 
1922 onwards the miner's average earnings in real wages have ~ 
been below the 1914 level, at times by as much as 20 per cent. 


not be used so often—perhaps once or, at the most, twice a day— 
and not longer than is necessary to do its cleansing work; but 
the rubber one should be used, if possible, after every meal, 
preferably after dipping it in some warm liquid. When first 
purch it is rather hard, and should be soaked for some 
time in hot water. It is needless to add that the dentist should 
be visited sufficiently often to prevent re-accumulation of tartar 
and that any “‘ pockets’’ should be treated secundum artem. 


SUBACUTE APPENDICITIS. 


Sir Joun O’Conor (Buenos Aires) desires to add the following to 


his communication on this latent form of appendicitis published 
in the BRITISH MEDICAL JOURNAL, September llth, 1926 (p. 506): 
In numerous instances deep digital pressure over McBurney’s 
point failed to elicit any pain or tenderness, but—with some few 
exceptions—an isolated well defined painful spot has been found 
on palpating over Munro's point—namely, at the outer border of 
the right rectus muscle in the umbilical auterior superior spinal 
line. ‘he way to search for the spot is (after having failed to 
find a tender spot by examination on the right side of patient) 
to sit on his left Si®e, and when the muscles are off guard coax 
the flexed left finger tips deeply backwards, hugging the palpable 
outer edge of the-right rectus sheath. If there is a ‘latent 
appendix” it is 10 to 1 the ‘bell will riug.”’ 


CROPPED HAIR. 


Owing to short time it will have been even worse for large 
numbers. This must have had serious effects. 


; HERPES AND VARICELLA. 
Dr. ALEX. KING (Yeovil) writes: On January 6th I was called to an 
isolated farm house, where the family consists of husband, wife, 


Dr. F. P. JoscELYNE (British North Borneo) writes to praise the 
fashion among women for shingled hair, and continues: There 
may, however, be another aspect to this great sanitary move- 
ment among women. In some of the villages of Java and 
Borneo the custom prevails amongst men of allowing the hair to 


aptea ot sixteenth century ouwards, by contending generals. But the 
most of his professional life in many places abroad, he has never proposal to accord international recognition of the neutrality as 
previously encountered a connexion between the two diseases. of tha and of 

case i i i rsonnel and ambulances, was made only a year or two after 

the battle of Solferino in 1859, arid was urged by three writers— 

Dr W- Boxer M ‘ade (Storiingto Sussex) has had two patients ion’, 
rance. jnternational couference at Geneva in aid the 

: : wider: onvention was formulated. In England the Red Cross Society, = 
pg ergo x, ae au aml ae in the mother; and, which came into being in 1870, was called at first the National 

- e shortened later ation ciety. In a confer- 

her husband. In this second case the patient lived iu a particu- ence of representatives of the National Aid Society, the St. John 

Jarly isolated part of the country and could not have been exposed Ambulance Association, and the Army Nursing Service Reserve 
tootherinfections, 0 xi ; was held ‘ with the object of considering the advantages which 

Dk. W. J. MIDELTON thinks that the case described by “‘M.B.” societies Service in 
‘(January 15th, p. 124) would benefit from continuous. nter- | . time of peace.” rom this conference the Central British 
irritation. He offers to details of the treatment if spplica-. "Tine et’ Froognized 
stituent- bodies were defined by regulations. In 1905. the 

Joun W.. Duncan (Handsworth, Birmingham) writes: You form the British Red Cross iety. A fresh Geneva Convention 

on thyroxine and on the treatment goitre | Was drawn up def the 
iv recent issues of the BuirisH MEDICAL JOURNAL lead one to Red Cross was definite ish R ac 
‘wonder about possible bromine compounds. - Bromides have reversed. In 1908 the British Red te t iety obtained its 
been tried in exophthalmic goitre; why vot replace the iodine of.| Charter. In the following year ay scheme for organization of 
thyroxine and similar compounds by bromine? Is it not possible |) Voluntary aid’ in Kugland and Wales, in connexion with the 
that many bromine and bromo-iodo compounds may be made to | .£erritorial aud Reserve Forces Act, was drawn up, and nearly 
be used therapeutically ?- Mi led to disaster, for the St. John Ambulance Association withdrew. 

‘ In 1910 fresh scheme was issued, laying down rules for 

Dr. -Eenest E. Mappox, F.R.C.8.Ed:, consulting ophthalmic || - Pett of Sir James Magill’s 
surgeon to the Royal Victoria and Wést-Hauts Hospite |, Work of the British Red Cross the great war, and 
mouth, writes: After clearing the mouth of pyorrhoeié teeth we aati ‘ ibe of Heat 
have to consider the remainder, which are generaliy either on ,|' Peace ‘ the Cross. 

‘the borderland of infection, or at least in dangerons associations. |; - Societies in Paris in 1919. The objects of the ted Cross move- 

In spite of an unimpeachable radiogram, they are almost sure to |! Low the hesith, the prevention 

0 sooner or later, unless energetic steps are taken to prevent it | of disease, and the mitigation of suffering throughout the world.” 
for the’ ultimate ‘cause, whether gastro-intestival or dtherwise, |; programme is ambitious, but as society has now reached. 
is probably still at work. So much more‘ valuable are natural | | — J to hurt the suscepti- 

-tevtlr than artificial that Wwe may do‘our patiénts good service by | bilities-of other Mean oo wit Angee «a! a: Sir ery Magill 
advising their active preservation ‘rather than leaving them to ont susiast ate the 
their fate. The great thing is to increase the vitality of the | -Couseguently his = ye arn ar os ap the acking in the spice. 

gums, for they are the porters to open and close the entrance of | Which au historical agcount pf some of the society's difficulties 

mouth organisms to the neck ligameut and periodontal mem- might give toit, 
brane. For this purpose I should like to commend the use of VACANCIES. 
arabber tooth-brush which, iustead_of bristles, presents a little | NOTIFICATIONS of offices vacant in universities, medical college 

forest of thin rubber fingers: Though probably designed merely~ and of vacant resident and other appointments at hospitals, wil 
as a substitute for tlie usual brush, I believe its best role is that ‘be found at pages 55, 36, 37, 40, and 41 of our advertisement 
of a supplement, since it is admirdbly. adapted for vigorous columns,-atid advertisements as to partaerships, assistantships, 
massage of the-gums of a’ kind to bring fresh blood to their aud locumtenencies at: pages 38 and 39. c 
deeper parts. The -bristle’ btush< should,‘in my ‘opinion, be A short summary of vacaut posts notified in the advertisement 
reserved for the followed ‘by: the rubber brash for the columns appears in the Supplement at page 35. 
gums, for it canuot prick,.infect, or irritate the: surface like the Re Col ‘Siw 
Bristies, and it works the gums about in much-the same. wa 1 The Red Cross: the Idea and its Development. By Colonel Sir James : 


aud one daughter of about 12. ‘The wife had a severe attack of 
herpes zoster. On January 21st I saw the girl with typical. 
varicella. There is not, to my knowledge, any other case in the 
district; if there were I should almost certainly know. 


Dr. S. A. McCuinrock (Christchurch, Hants) writes that he has 
‘been suffering from a typical severe attack of herpes zoster, 


affecting the left side of the forehead, scalp, and temple, and the 


' eye, which is recovering from severe conjunctivitis and still has 
.some keratitis. He first felt Hl on December 26th, 1926, and the 


10th his 


herpes..zoster appeared two days later. On Januar 
cClintock 


three children developed typical varicella rashes. Dr. 


grow long; they have practically no moustache and often no 
pubic hair. In other villages the hair is cut short, and here 
moustaches are quite common. He makes the dreadful sugges- 
tion that the Europeau ladies who are now following the pre- 
vailing fashion may be laying the foundations of a future 
generation of moustached and bearded females. 


THE BritTisH RED Cross SOCIETY. 


COLONEL SIR JAMES MAGILL, honorary organizing secretary of 


the British Red Cross Society, has written a sketch on /'he Red 
Cross; the Idea and its Development. He traces the origin of the 
‘idea to agreements for the care of the wounded made, from the 


y 
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‘PANOPEPTON’ 


THE PURE NUTRITIOUS SUBSTANCE OF BEEF 
AND WHEAT IN PERFECT SOLUTION. 


A Nourishing, Restorative, Stimulant. liquid Food of incomparable value 
for the nutrition of the sick. 


The uses of “Panopepton’ are so obvious that it is ote nécessary to 

suggest the many directions in which it is indicated as a restorative food: 

in acuteand wasting diseases ; in protracted convalescence ; in anzemia ; in 

feebleness or deranged digestion, where there is antipathy. to, or inability 
to gain sufficient nonsbihevent from, ordinary foods. 


Supplied in 12-0z. bottles. 


Originated and Manufactured by Agents: 


Fairchild Bros. & Foster, | Burroughs Wellcome & Co., 
NEW YORK, & 65, Holborn : ' 


Viaduct, London, E.C.1. _ LONDON, SYDNEY, CAPE TOWN, 


To prevent and counter attacks of 


INFLUENZA 


the most effective ally is found in 


*‘PULYERETTES’ 


OF QUININE AND CINNAMON 


| peers Not only are the drugs themselves of great value in 
; PULVERETIE:. ; the treatment of influenza, but also is their form of 
administration extraordinarily effective. ‘Pulverettes’ 


-ceumcimesmses} are Shells of chocolate, very friable, which holds the 
drugs in powder form and dissolve with the utmost readi- 
Bose ey ness. Prompt assimilation, therefore, is readily secured. 


Clinical sample and literature on request. 


OPPENHEIMER, SON & CO., LTD. 17% St. 


Manufacturers of ‘Robole ne,’ the Rzconstructive Food which has been consistently p-e:cribed for © 
20 years, and used with th: happiest resu'ts by Ho:pitals, Sanatoria, and Welfare Centres. 
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Valentine’ Meat-Juice 


In the Gastric Form of afhininiin and its _. 
Debility, in Typhoid and Acute Pneumonia, 
in the Exhaustion of Phthisis and Pulmonary 
Diseases, Valentine's Meat-Juice Sustains 
| When Other Food Fails 


oO” quickness and power with 
Which VALENTINE’S MEAT- 


Juice acts, the manner in which it 


| adapts itself to and quiets the irri- A We, 

table stomach, its agreeable taste, | 
ff ease of administration and entire as- 
j similation recommend it to physician 


and patient. 


2 Physicians are invited to send for brochures containing clinical reports. 


Vaventine: Ss Meat Company, iy. 
Richmond, Virginia, U. S.A. 
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